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SOME CURRENT FEATURES OF PSYCHIATRY IN THE 
UNITED STATES NAVY" 


UNO H. HELGESSON (MC) U.S.N.R., Wasuincton, D. C. 


During the last war the Navy had the ad- 
vantage of the services of well-qualified psy- 
chiatrists whose work has been recorded in 
many articles as well as in official communi- 
cations. The work of these men, and their 
experiences in organizing their functions 
have been basic in formulating the current 
plans. The most obvious handicaps of the 
psychiatric work in the Navy during World 
War I, were the lack of coordination and 
the lack of a well-organized plan outlining 
the various functions that could be per- 
formed by psychiatrists. Many excellent 
plans fell by the wayside as there was no 
central authority directly responsible for co- 
ordination, development and dissemination 
of practical ideas in this field. 

The impossibility of obtaining a clear pic- 
ture of psychiatry in the Navy during the 
last war prevented full profit from past suc- 
cesses and mistakes. In addition it was im- 
possible to forecast coming conditions accu- 
rately. The changed character of warfare 
today had indicated that psychiatric prob- 
lems in the armed forces had also undergone 
a change, and that certain types of casual- 
ties were becoming more prominent and 
frequent. These factors and many others 
were fully appreciated by certain naval medi- 
cal officers whose interest and efforts be- 
came the cornerstone in building a psychi- 
atric program embodying the most modern 
principles and knowledge. 

Before the national emergency was de- 
clared, psychiatry in the Navy was confined 
to diagnostic and therapeutic activities in 
the naval hospitals. Unlike the psychiatric 
services in state hospitals, and even in most 
general hospitals, the cases included a large 
proportion of psychoneuroses and person- 
ality difficulties of relatively mild nature but 
interfering with the performance of military 
duties. 


Psychotic cases were kept long enough to 


*Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 


afford the medical officers an opportunity 
for diagnostic study, and after such a period 
they were sent to St. Elizabeths Hospital 
in Washington, D. C., for treatment. The 
milder cases were either discharged from 
the service for medical reasons or returned 
to duty if their symptoms were of a transi- 
tory nature. Unfortunately no studies are 
extant from the prewar period as to the 
types of personalities among these patients 
or as to precipitating causes. 

The writer’s experience based on super- 
ficial study of several hundred records of 
such cases ‘ndicates that the peace-time 
psychiatric casualties in the Navy were simi- 
lar to those occurring in the civilian popula- 
tion. In most of these cases it was evident 
that the individuals had shown signs of early 
maladjustment to their environment, and 
there is no doubt that psychiatric examina- 
tions including study of the personal history 
could have demonstrated the existing handi- 
caps at the time of entry into the service. 
The psychiatric standards for rejection of 
recruits and for applicants for admission to 
the Naval Academy were confined to gross 
mental conditions or history of “insanity” 
in the family. 

On the surface, the problem of losses to 
the Navy through psychiatric conditions does 
not seem numerically important for the rate 
of psychiatric admissions was only 283 per 
100,000 in 1939. However, if one adds the 
suicide rate to this figure, the rate of dis- 
ciplinary discharges and the number of cases 
carried on the records as physical conditions 
but which are of psychopathologic nature, 
the picture assumes a different aspect. It 
becomes clear that the admission rate for 
psychiatric conditions is no true index to 
the magnitude of the problem. 

Nor do any of these figures indicate the 
extent of the disturbing and disrupting influ- 
ences of certain neurotic individuals upon 
the morale of the crews of their ships or 
other fighting units. One single homosexual 
or one single paranoid personality can affect 
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the morale of a whole ship. There are cer- 
tain other cases which are important chiefly 
because of their nuisance value. They are 
the “sick bay addicts,” the steady visitors 
at the daily sick call on board ship or shore 
stations. They take up time needlessly and 
can rarely be counted upon in an emergency. 

The petty, harmless offenders whom no 
disciplinary measures can change, and whose 
lack of cooperation make them unpopular 
with officers and men alike constitute another 
psychiatric problem. Obviously they should 
be rejected as soon as possible but as they 
frequently make a good initial impression 
upon laymen, it is often difficult to persuade 
the line officers that such cases can be de- 
tected through a psychiatric examination. 
These few examples of mental maladjust- 
ments and malcontents should suffice to indi- 
cate the ramifications of psychiatric prob- 
lems in the daily life of the Navy. 

Before going on to a description of the 
actual psychiatric program of the Navy it 
is necessary to state briefly a few facts about 
recruits and their training. Without this 
statement the rest of the paper would not be 
understandable to a person unfamiliar with 
the naval organization. 

Naval recruits are all volunteers, the mini- 
mum age is 17 and many of the new recruits 
are younger than the Army draftees. They 
are recruited at several hundred recruiting 
stations where they are given preliminary 
physical and psychologic examinations. If 
the recruit meets all the requirements he is 
sent to a training station, of which there 
were four at the outbreak of the war in addi- 
tion to the two Marine Bases, where the 
Marine Corps trains its recruits. The recruit 
is actually sworn in at the recruiting station 
so that when he arrives at the training sta- 
tion he is legally in the Navy. 

At the training station the recruit is again 
examined and if he passes he will be sent 
to a regular company for military training. 
He remains at the training station several 
weeks, and after completion of the prelimi- 
nary training he may be sent to sea duty, or 
to a trade school for technical training. The 
main thing to remember is that there is a 
training period of several weeks when the 
recruit remains in one place where he gets 
his first taste of military discipline and life. 


Through the efforts of Rear Admiral 
Dallas G. Sutton, a program of preventive 
psychiatry was worked out during the latter 
part of 1940, and during 1941 this program 
was put into effect in the four Naval Train- 
ing Stations and two Marine Bases. It was 
recognized that a training program which 
was being constantly accelerated would com- 
plicate the psychiatric problems. It was clear 
that with greater pressure being exerted on 
the recruiting stations throughout the coun- 
try, the general quality of the recruit ma- 
terial would be lowered, thus adding to the 
complications. No longer could the Navy 
expect their choice man power which had 
been the rule during the depression years 
when practically all recruits were high school 
graduates. 

Psychiatric discharges from the Navy 
among enlisted men with less than one year’s 
service used to run as high as three times 
the rate of discharge in older service groups. 
It takes more than a year to make a good 
sailor which means that these enlisted men 
were practically all in training and had not 
yet been of particular help to the Navy up 
to the time of their discharge. The economic 
loss from this kind of casualty, although it 
probably would run into the millions in a 
year’s time, is not so serious as the loss in 
manpower and efficiency. We have no un- 
limited supply of commissioned officers and 
petty officers to train our new recruits. All 
the money in the world cannot buy a ready- 
made experienced commissioned officer or 
petty officer. Economy of manpower is, 
therefore, particularly essential among offi- 
cer and petty officer personnel. 

The advantages of early screening of 
psychiatrically handicapped recruits is three- 
fold: first, time is saved at the training sta- 
tions ; second, there will be a relatively lower 
rate of later psychiatric casualties ; third, the 
individual and the community profit by the 
early recognition and prompt return of the 
recruit to his former environment. 

Life on men-of-war is particularly ardu- 
ous in wartime. It is obvious that the naval 
fighting unit whether it be a battleship, a 
destroyer or a “mosquito boat,” requires 
more teamwork than any other military 
fighting unit. The consequences of indi- 
vidual breakdown are more likely to be felt 


1943 


by tl 
case 
W 
plan 
servi 
recru 
and 
exan 
woul 
argu 
stacl 
ber « 
smal 
such 
ment 
stage 
but, 
boun 
TI 
train 
those 
devi 
cases 
had 
last 


ality 
vidu 
few 
T 
as “ 
tion 
indi 
mea 
trist 
are 
twe 
pres 
| natic 
talk 
serve 
ina 
estin 
iden 
psyc 
D 
peric 
hope 
psyc 
matt 
sho 
| certa 
| “wee 
| rese 
| 


Mar. 


[miral 
entive 
latter 
gram 
 rain- 
t was 
which 
com- 
clear 
ed on 
coun- 
t ma- 
to the 
Navy 
n had 
years 
school 


Navy 
year’s 
times 
roups. 
good 
1 men 
id not 
vy up 
nomic 
ugh it 
oss in 
un- 
and 
5. All 
ready- 
er or 
er is, 
offi- 


ng of 
three- 
sta- 
lower 
‘d, the 
by the 
of the 


ardu- 
naval 
hip, a 
quires 
ilitary 
indi- 
be felt 


1943] 


UNO H. HELGESSON 635 


by the rest of the team than would be the 
case in land forces. 

With these particular factors in mind a 
plan was worked out to establish psychiatric 
services at the training stations where the 
recruits could be observed as they entered, 
and during their initial training. Psychiatric 
examinations at the local recruiting stations 
would, of course be ideal, but it has been 
argued that there are unsurmountable ob- 
stacles to such a plan due to the large num- 
ber of recruiting stations, and the relatively 
small number of psychiatrists available for 
such duty. However, some obvious cases of 
mental maladjustment are detected at this 
stage, and never reach the training station 
but, due to the pressure of work a few are 
bound to slip by undetected. 

The initial psychiatric examination at the 
training station was always regarded by 
those who planned it as a rough screening 
device which would catch the more obvious 
cases. The experience of psychiatrists who 
had served in the armed forces during the 
last war indicated that a good many person- 
ality difficulties could be detected in an indi- 
vidual examination taking no more than a 
few minutes. 

The plan of having psychiatrists present 
as “spotters” during the physical examina- 
tion has proven less efficient than this brief 
individual examination. By “spotting” is 
meant the following procedure: the psychia- 
trist circulates among the recruits as they 
are being examined. A group ranging from 
twenty to over one hundred recruits is 
present at one time for their physical exami- 
nation. As they are examined or as they 
talk among themselves the psychiatrist ob- 
serves them, and picks out those who appear 
in any way out of the ordinary. It is inter- 
esting as a stunt, but it is impossible to 
identify certain schizoid individuals and 
psychopaths in this manner. 

During the subsequent initial training 
period which lasts several weeks, it was 
hoped to discover an additional number of 
psychiatrically handicapped recruits. As a 
matter of fact, company commanders have 
shown a good deal of skill in identifying 
certain types of inept recruits, namely the 
“weak sisters,” the “gripes,” and those who 
resent authority. In other words they are 


of great help in detecting certain psychopaths 
and psychoneurotics. Unfortunately they do 
not show the same skill in detecting qualities 
which to the psychiatrist indicate schizo- 
phrenic processes. The obedient, well pre- 
served, reasonably energetic young schizo- 
phrenic is rarely detected by the line officers. 
Nor does the quiet and unquestioning ac- 
ceptance of military discipline or the exces- 
sively moral attitude of a recruit indicate 
to the average line officer anything to be 
concerned about. 

As the Naval Service is a highly mechan- 
ized one, and as the functions of most en- 
listed men are highly specialized, certain 
standards of general intelligence and apti- 
tude for technical training are required of 
the recruits. The educational division at each 
training is equipped to select the men for 
specialized training. This selection is made 
by line officers and is not a function of the 
psychiatric unit. The recruiting stations also 
give certain intelligence tests designed to 
weed out applicants of too low intelligence. 
However, as the rate of recruiting increased 
it was expected that many recruits with in- 
sufficient intellectual endowment might slip 
through the screening at the recruiting sta- 
tions, and therefore it would be necessary to 
have the assistance of psychologists at the 
training stations. The psychiatric units at 
these places now have psychologists as an 
integral part of the organization. 

It must be emphasized that so-called in- 
telligence tests if properly administered and 
interpreted, give information far beyond the 
mere degree of intellect. Schizophrenic 
blocking, neurotic preoccupations, and even 
intellectual derangements due to organic cen- 
tral nervous system changes have been dis- 
covered by the psychologists. In other words 
they have been able to complement, and in 
certain instances even supplement the neuro- 
psychiatric examination. 

Military organizations are commonly 
thought of as being impersonal, and as pay- 
ing little attention to the possible impact 
upon the civilian community in the matter 
of recruit rejections or other types of dis- 
charge from the service. This is not the case, 
however, for the Navy was conscious of the 
effects upon individual and community 
morale that might ensue from the rejections 
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of recruits who had been sworn in but were 
discharged within a few days of entering 
upon active service. Consequently the Red 
Cross was requested to furnish psychiatric 
social workers who were to act as liaison 
between the family and the community on 
the one hand, and the Navy on the other. 
Through the local chapters of the Red Cross, 
psychiatric social workers at the training sta- 
tions have been able to effect a return to 
their old jobs of rejected recruits, or to put 
them into the hands of competent clinics or 
welfare organizations for such assistance as 
was indicated. They are often able to in- 
terpret the reasons for rejection to the 
recruit in such a way that he will realize that 
as a civilian worker he has a function as 
important as that of a sailor. 

On the basis of the findings of the psychia- 
trists and psychologists, and with their ad- 
vice and co-operation, the social worker may 
even be able to give concrete suggestions as 
to the type of work the rejected recruit ought 
to engage in. The importance of this part 
of the psychiatric program is not always 
fully realized. The implications in connec- 
tion with the return to civilian life of mili- 
tary casualties, or the problems which will 
arise during the period of demobilization are 
farther reaching than most of us can visual- 
ize at the present time. 

Out of the psychiatric experiences of the 
last war, and particularly as the direct result 
of Colonel Thomas W. Salmon’s efforts, that 
type of psychiatric work which we know as 
mental hygiene received a powerful impetus. 
It is reasonable to forecast a comparable im- 
petus in the field of industrial psychiatry and 
psychiatric social work after this war. At 
that time we shall be faced with the prob- 
lems of. placement and reabsorption into 
civilian communities of the demobilized 
soldiers and sailors. This is not only a simple 
question of job placement or government 
money subsidy; it involves many issues of 
a purely personal emotional nature which, 
if foreseen now, can be met with more hope 
of success. This is, of course, a matter of 
cooperative planning by economists, sociolo- 
gists, social workers, psychologists and 
psychiatrists. 

In the Navy the question of treatment and 
disposition of psychiatric casualties both of 
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combatant and noncombatant origin is still 
in process of organization. In peace time the 
Navy took a good deal of paternalistic inter- 
est in its ill or infirm, particularly those who 
could be returned to duty. The Naval Medi- 
cal Service was excellently organized and 
well operated. When it became obvious that 
a condition was of a chronic nature it was 
the liberal policy to place the person on the 
retired list if possible, and when further 
treatment was needed, it was effected under 
the authority of the Veterans’ Administra- 
tion, the Navy relinquishing its own au- 
thority. Patients or their families who pre- 
ferred to make their own arrangements for 
treatment were, of course, permitted to 
do so. 

It has already been pointed out that before 
the war, psychiatric cases requiring hospital 
care were sent to St. Elizabeths Hospital 
where the Navy still retained supervisory 
interest and control in most cases. Milder 
conditions were observed and diagnosed at 
various naval hospitals and in most cases 
discharged from the service. It would have 
been impractical to provide for thorough 
psychotherapy of such cases. At the present 
time the Navy is also sending hospital cases 
directly to Fort Worth, Texas, where 
St. Elizabeths Hospital places patients in 
the Public Health Service Hospital. 

In time of war, the problem becomes com- 
plicated by the acute psychiatric casualties 
following combat. These casualties are of 
quite a different nature from the peace time 
neuroses. It is true that they often occur 
among men who have what, for lack of a 
better term, might be termed a neurotic pre- 
disposition, but this in no way vitiates the 
fact that these men break down in the face 
of difficulties which are not the common ex- 
perience of man. It is also a well-known fact 
that the majority of psychiatric combat 
casualties can be returned to useful civilian 
occupations if treated early enough. 

Such treatment is relatively simple to ad- 
minister but it does require psychiatrists of 
adequate training, and above all, psychia- 
trists who are temperamentally suited for 
this particular function, and with some ap- 
preciation of family and community fac- 
tors. Again, it should be emphasized that 
the réle of the psychiatric social worker in 
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effecting the return of the man to his com- 
munity is of utmost importance. 

The problem of treatment and disposition 
of acute psychiatric casualties following 
combat is, therefore, one which is of vital 
concern to the Navy, not only from the point 
of view of the functioning of its military 
apparatus, but also from the point of view 
of national welfare. It is the problem which 
is approaching its solution although no 
clearly formulated official plan has been 
adopted. 

Ideally, such a plan should first of all in- 
clude the training of a number of psychia- 
trists for this specific function. They could 
then be distributed among those several naval 
hospitals on the mainland and in our outly- 
ing bases to which psychiatric battle casual- 
ties would be likely to be evacuated. Mobile 
psychotherapeutic units which could be sent 
wherever they were needed would save much 
time and effort and could act as psychiatric 
first aid posts. Psychiatric field service is 
by no means a new idea but it is more diffi- 
cult to fit into the naval organization than 
into the Army. Naval casualties occur in 
widely scattered areas and a long time, some- 
times weeks, may elapse before they reach 
a naval hospital or a comparable facility. 

There are questions concerning the main- 
tenance of morale, the avoidance of fatigue 
and the disposition of various types of dis- 
ciplinary cases which have been the object 
of psychiatric attention in the Navy. With 
a large percentage of comparatively inex- 
perienced men among the crews of certain 
naval vessels, the difficulties of maintaining 
a high standard of performance mount to 
an extent where they become of serious con- 
cern to the officers. Crews on convoy duty 
or on a patrol duty often remain away from 
their bases for weeks at a time. In addition 
to the physical stress and the ever present 
danger to their lives, there is a monotony 
which must not be overlooked. 

Circumstances of this nature constitute an 
ideal medium for the development of symp- 
toms of mental maladjustment of those who 
are predisposed. These symptoms may not 
appear as clearly neurotic or psychotic but 
may manifest themselves in a manner which 
to the line officers indicates purely discipli- 
nary problems. In one instance two dis- 


ciplinary cases on a small vessel created a 
situation which appeared serious to the cap- 
tain and to his superior officers. To them 
the incident indicated low morale in the crew, 
and cast reflection upon the captain’s compe- 
tence. Actually one of the men was an epi- 
leptic who happened to enter a fugue state 
at the particular time. The other was a case 
of lack of intelligence and judgment which 
led him to misunderstand and apparently 
disobey orders. Psychiatric consultation in 
this instance helped to cast a more rational 
light on the conditions, and made the officers 
understand that they were not in any way 
responsible for the incident and that it was 
simply a matter of the presence among the 
crew of two handicapped men who were not 
equal to the situation. Line officers are quick 
to comprehend such problems, and in many 
instances their understanding and insight is 
fully comparable to that of the medical pro- 
fession at large. Their assistance has made 
it possible for psychiatrists to render services 
beyond those which had been foreseen 
earlier. 

Among the British casualties, and our 
own, there are many who show stupor reac- 
tions which might be mistaken for schizo- 
phrenia. Since such reactions appear to be 
relatively more common in this war it would 
be profitable to work out criteria for diag- 
nosis and standardization of treatment. The 
British and the Spanish have found that 
these reactions respond to treatment quickly 
and relatively completely. 

The knowledge gained during the past 
decade in so-called psychosomatic disorders 
has in general received little attention from 
the medical profession. Only a relatively 
small group of psychiatrists and internists 
have a clear idea of what is known. Many 
others profess appreciation of psychologic 
factors in physical conditions but actually 
depend on their personal intuition rather 
than the factual findings of qualified 
investigators. 

With this thought in mind it is particularly 
gratifying to know that the research division 
of the Bureau of Medicine and Surgery of 
the Navy is interested in the subject and 
has given moral support to research projects 
concerning this topic by civilian physicians. 
It is possible that the opportunity will arrive 
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for direct studies on naval personnel. Such 
studies would do much towards solving the 
vexing problems as to the management of 
such conditions as peptic ulcer and so-called 
neurocirculatory asthenia. 

There are certain kinds of research which 
represent by-products of routine work and 
which, in spite of their relatively superficial 
nature may lead to immediate improvements 
in policy or therapy. The papers of the New- 
port group are example of such research. 

In order to facilitate the exchange of ideas 
and improve the quality of the work, it was 
felt that periodic bulletins consisting of brief 
comments on the development of military 
psychiatry would be of value. Whenever a 
large scale plan is being worked out in many 
different and widely separated localities it is 
of obvious value to have a rapid exchange 
of information. However, this idea remains 
unrealized due to the exigencies of the 
present situation, although its desirability is 
fully appreciated. There are current signs 
that this war will cause us to plan for the 
solution of psychiatric problems incident to 
warfare before they become impossible to 
solve. For the past two years the National 
Research Council committees on neuropsy- 
chiatry, war neuroses and neurosurgery have 
been actively engaged in such planning. 
Through these committees the most compe- 
tent specialists in various fields are ready to 
aid the armed forces in creating and organ- 
izing medical functions to meet the needs 
as they arise. In this way we are assured 
that the most advanced scientific thinking 
and knowledge are applied to the psychiatric 
problems of war. We are further assured 


that no professional sectarianism or preju- 
dice will wreck a well conceived plan. 

As a parting thought, it would be well to 
regard the enlightened attitude of our Navy 
towards human emotional problems among 
its personnel, in contrast to the psychiatric 
mediaevalism of the German armed forces. 
Neuroses among the German soldiers and 
sailors are often treated by sentencing the 
victims to hard labor. The medical nature 
of their symptoms is denied and the illness 
is regarded from a purely political point of 
view. 

Our own form of culture allows a realistic 
and objective point of view which takes into 
consideration the individual welfare as well 
as the military and community interests. On 
this basis it is possible for our armed forces 
to avoid many of the mistakes of the last 
war, and to prevent the occurrence of untold 
thousands of cases of chronic neuroses which 
would otherwise become our heritage after 
this war. The money spent on the psychi- 
atric mistakes of the last war, even if it 
amounts to over a billion dollars, is not so 
important as the misery those mistakes 
caused the families of the victims and the 
fultility it added to the lives of the individual 
sufferers. There is nothing more discourag- 
ing to the medical observer than the utter 
uselessness of the lives of those people. 
True, they are relatively content but it is 
the contentment of asocial beings who con- 
tribute nothing to the community. The pity 
of it is that they could have been saved but 
that no organization existed for their treat- 
ment, and thus, they became a monument to 
our lack of planning in World War I. 
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THE NEUROPSYCHIATRIC SELECTION OF RECRUITS* 


LIEUT..COMDR. C. L. WITTSON (M.C.), U.S.N.R., LIEUT~COMDR. H. I. HARRIS 
(M.C.), U.S.N.R., LIEUT. W. A. HUNT, H-V(S), U.S.N.R., LIEUT-COMDR. P. S. SOLO- 
MON (M.C.), U.S.N.R., ano LIEUT. (J.G.) M. M. JACKSON, H-V(S), U.S.N.R. 


U. S. Naval Training Station, Newport, R. I. 


FACILITIES AND PROCEDURES 


In the Navy the development of mechan- 
ized warfare has made neuropsychiatry a 
necessity. All activities have had to be or- 
ganized with a view to speed.. Assembly 
line methods are the order of the day. The 
neuropsychiatric program at Newport is an 
example of the way in which we have at- 
tempted to meet these problems. 

By following a recruit from the time he 
enlists until he leaves the Naval Training 
Station to join the fleet, a clearer idea of 
the place of neuropsychiatry will be obtained. 
When the candidate goes to his nearest re- 
cruiting station and registers he is given a 
general physical examination, his school 
record is obtained and any criminal record 
he may have is investigated. Since many of 
the recruiting stations are small and have 
a limited personnel, only those individuals 
with evident physical and mental defects 
are here eliminated. If the recruit passes 
this initial examination he is sworn into the 
Naval Service and released to await his 
orders to report for active duty. Upon the 
receipt of these orders he reports to his 
recruiting station to be sent by train or bus 
to a Naval training station. 

Considerable excitement attends all his 
subsequent adventures. He is thrown into 
contact with young men from all walks of 
life, all of whom are also ignorant of what 
awaits them. Wild tales of the strenuous- 
ness of the examination and the training 
period are rife. A constantly recurring 
note, at least among those boys whom we 
have questioned at Newport, is, “Look out 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Mass., May 18-21, 1941. 

The views and opinions contained herein are the 
private ones of the authors and are not to be 
construed as official or reflecting the views of the 
Navy Department or the naval service at large. 


for that doctor that examines you last—the 
psychiatrist.” 

The recruit arrives at the station at any 
hour of the day or night. With his fellows 
he is herded into a large room where he is 
instructed what to do while in the receiving 
unit and essential information is obtained 
about him for use in preparing him for 
training duty. The entire process from this 
point on is one in which the recruit casts 
off ‘most of the outward signs of his previ- 
ous individuality, and in which he is trans- 
formed into one more recruit in training. 
He first receives a Navy haircut comparable 
to the Harvard “whiffle.” Next he re- 
ceives a dental examination, a shower, and 
lines up for a rigorous medical examination. 
Here another emotional shock occurs. He 
is told to pack all his personal belongings, 
except his watch, money and a few small 
articles, for shipment to his home. He then 
goes to the physical examination naked 
indeed. 

The physical examination at the training 
station is conducted by specialists. Every 
system of the body is gone over carefully 
and only defects which are readily correcta- 
ble, and which the recruit is willing to have 
corrected, are passed. Following from three 
quarters to an hour of standing for his 
physical examination, the recruit falls in 
line for the final examination—a three 
minute neuropsychiatric interview. 

By this time he is physically and emo- 
tionally fatigued—an ideal condition in 
which to be examined from a naval psychi- 
atric viewpoint. He is naked and stripped 
of his individuality in so far as this was 
dependent upon his haircut, dress and per- 
sonal belongings. He has probably heard 
that by this examination alone five out of 
every hundred men entering the station are 
found unfit for duty and sent home. 

If found fit for combat duty he is then 
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taken in hand by the Supply Corps which, 
with typical American dispatch, outfits him 
completely in a matter of minutes. Fully 
equipped, and classified as physically and 
mentally sound, the recruit leaves the receiv- 
ing unit for the barracks to which his com- 
pany is assigned and begins his period of 
naval instruction. 

After a period of weeks of intensive train- 
ing the recruit graduates either to the fleet 
or to a trade school for training in one of 
the many specialties, such as aircraft me- 
chanics, radio or diesel engines. 

A somewhat different course awaits the 
recruit in whom minor signs of neuro- 
psychiatric disorder appear during the ex- 
amination. Such men may have histories 
indicative of migraine or epileptic attacks. 
In some, for example, nostalgia is already 
evident. After a much more exhaustive 
examination than that accorded the normal 
recruit, the psychiatrist makes out a “spot 
card.” These recruits are referred to as 
“suspects.” 

A carbon copy of this “spot card” is 
given to the social service department which 
obtains the suspect’s psychiatric history from 
his home town as soon as possible. Then, 
at the end of three weeks, the recruit is 
interviewed by another psychiatrist who has 
the original “spot card,” the social service 
history, and a report from the recruit’s com- 
pany commander on his behavior during the 
three weeks’ trial. With this material a 
final opinion can be given and the proper 
disposition of the recruit decided upon. The 
majority of the recruits given a three weeks’ 
trial manage to adjust to training duty. This 
accomplishment is no assurance that they 
will continue to do so under the strain of 
combat duty with the fleet. Seven per cent 
of the recruits given duty trial break down 
before three weeks have passed and are 
sent to the neuropsychiatric ward by their 
company commander at the time they develop 
symptoms. 

Approximately eight per cent of all re- 
cruits examined are admitted directly to 
the neuropsychiatric ward from the Receiv- 
ing Unit. These men have, at the time they 
are examined, positive signs of nervous or 
mental disorder or admit such in the past. 
An epileptic, for example, may not have an 


attack during the examination but may give 
a history of petit mal or psychomotor sei- 
zures in the past along with significant 
family history. On these men a “spot card” 
similar to that made out on suspects is filled 
out. He is sent to the neuropsychiatric ward, 
assigned a bunk and locker and his name is 
entered on the work-up board. The board 
is arranged so as to show the patient’s name, 
date of admission, provisional diagnosis, doc- 
tor assigned to case, general classification 
test result, indications for psychological tests, 
and the results of these tests with requests 
for conference. 

The patient’s case history is then obtained 
by one of the psychiatrists on the ward and 
a complete psychiatric and neurological study 
is made of the case. In this case work-up 
a form devised by the staff is employed. We 
have found it time-saving and adequate. It 
is primarily for the use of psychiatrists with 
considerable clinical experience who can sift 
out unessentials and reduce a history to its 
significant points with accuracy and speed. 
It is arranged to act both as a work-up form 
and a filing folder so that other material 
pertinent to the case can be obtained by it. 
Considerable filing space is thus saved. 
When the work-up is completed the case is 
discussed in consultation by two or more 
psychiatrists. If the findings are of doubt- 
ful value the recruit is given a duty trial. 
The percentage of recruits given duty is 
low, 65 per cent being presented directly to 
the Aptitude Board for discharge. 

The Aptitude Board is made up of one 
line officer of Lieutenant Commander grade 
or higher, one medical officer of long gen- 
eral experience, two neuropsychiatrists, and 
one psychologist. Meetings are held as often 
as needed to dispose of the fairly constant 
number of neuropsychiatrically unfit recruits. 
Because of the present limitations in psychi- 
atric personnel, these meetings are held in 
the evening. At the board meeting the pa- 
tient’s case is first presented with all the 
documentary evidence of the existence of 
his disorder prior to enlistment. After suit- 
able discussion by the board the recruit is 
brought in and told of the board’s decision. 
In returning a recruit to civil life the at- 
tempt is always made to make him see that 
although he is not a part of the combatant 
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forces, his activity at home will be as sig- 
nificant and as contributory to victory as 
that of his more fortunate fellows. In cases 
in which a recruit with a correctable disor- 
der is returned to his home community, the 
social service department informs the local 
social service agency of this fact, so that it 
can help the rejectee make a satisfactory 
adjustment to his enforced return to civil 
life. 

The equipment available for the work of 
the neuropsychiatric unit has expanded along 
with the whole station. The activities of the 
original unit were limited for some time to 
the use of a small number of beds in a gen- 
eral medical ward. There is now available 
a neuropsychiatric observation building es- 
pecially designed for the accommodation 
and study of a large number of neuropsychi- 
atric patients. It contains examining rooms, 
instruments, and equipment for both the 
medical and administrative activities of the 
unit. 

The success of the unit is due in no small 
measure to the wholehearted support given 
it at the Newport Station. Individuals and 
departments from the Commanding Officer, 
Executive Officer, and Senior Medical Offi- 
cer to the Chief Petty Officers who act as 
company commanders have cooperated un- 
stintingly with the members of the neuro- 
psychiatric unit in aiding in the removal of 
the unfit and inapt recruits from the Naval 
Service. Lectures to groups and personal 
talks with individual company commanders 
have been instituted to acquaint them with 
the manifest signs of nervous and mental 
disorder. 

A Naval training station presents re- 
markable opportunity for research in neuro- 
psychiatry, with the large volume of recruits 
from a wide variety of environments. With 
an increase in the staff and a stabilization 
in the number of incoming recruits, we hope 
to have more time for investigation. 

A brief anecdote may serve to show the 
importance of the neuropsychiatric program 
in a concrete way. A cruiser which had 
consistently won the Gunnery “E” had in 
her crew, during battle practice, an epilep- 
tic sailor who received ammunition from the 
magazine and placed it on the ammunition 
hoist. The hoist operates automatically at 


very high speed. The epileptic had a seizure 
just as the hoist was about to go up, fell 
in the hoist, and was carried up the shaft, 
jamming the entire apparatus. The man was 
frightfully crushed. In addition, the turret 
served by this hoist was put out of action 
for the remainder of the battle practice and 
the ship lost its “E” for a time. While this 
unhappy event occurred in peace time, its 
significance in time of actual battle is evi- 
dent. We psychiatrists of Newport feel 
that the work we have done thus far has 
materially lessened the likelihood of such 
unfortunate accidents occurring in the 
future. 


Tue Rapip INDIVIDUAL PSYCHIATRIC 
EXAMINATION 


The individual psychiatric examination 
given to each recruit upon his arrival at 
the Naval Training Station at Newport aver- 
ages three minutes per man. This brevity 
is necessary because our examination has to 
be a part of the general medical examina- 
tion and cannot impede the constant flow 
of recruits through the receiving unit. Vari- 
ous alternatives such as screening tests, re- 
ferrals by other doctors, spotting and group 
examinations were tried, and found unsatis- 
factory. 

Recently an Admiral of the U. S. Navy 
directed, “Do the best you can with what 
you have.” We have taken this to apply to 
time as well as material. No psychiatrist 
would claim that he can conduct an adequate 
psychiatric examination in three minutes. 
All we attempt to do in this time is to select 
those men who should have a complete 
psychiatric study. We should like to empha- 
size that it is unnecessary to make final or 
dogmatic decisions in the brief examination. 
The apparently positive cases are admitted 
to an observation ward and the less definitely 
positive cases are sent to company for trial 
duty and subsequent reexamination. As our 
paper will demonstrate, the brief exami- 
nation is a practical and effective procedure 
in the selection of the psychiatrically fit 
recruit. 

The technique used involves asking every 
recruit a framework of questions which 
sketches in the recruit’s background and 
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covers such disorders as migraine, epilepsy 
and sleepwalking which have special naval 
importance and cannot be detected, as a rule, 
except by direct questioning. These ques- 
tions are not formalized but are phrased 
in a way best calculated to establish rapport 
between the examiner and the recruit. Fol- 
lowing these routine questions, or inter- 
spersed between them, other questions are 
asked depending upon the individual psy- 
chiatrist’s approach and on the leads which 
appear in the particular case. The examiner 
must be able to recognize quickly slight vari- 
ations from the normal and follow them up. 
Naturally this places a premium on the adapt- 
ability and clinical acumen of the individual 
psychiatrist. The examiner’s clinical sensi- 
tivity is heightened through the contrast be- 
tween the large numbers of normal recruits 
and the occasional abnormal man. 

In evaluating the psychiatric fitness of 
naval recruits, various factors must be kept 
in mind. The men being examined are vol- 
unteers who wish to remain in the Navy. 
They have no desire to reveal information 
which will cause their rejection, which fact 
increases the difficulty of extracting unfa- 
vorable data, but makes malingering a rare 
occurrence. 

The influence of fatigue upon response is 
a primary factor. The recruit usually has 
just completed a long journey replete with 
new experiences and excitement, and a very 
thorough physical examination. Little has 
been done thus far to determine how much 
allowance should be made for the presence 
of gross disturbances resulting from fatigue. 
(Should an individual unable to function at 
a useful and intelligent level when fatigued 
be rejected? Will such an individual be able 
to stand the rigors of a three-day running 
battle ?) 

Familiarity with the normal recruit is es- 
sential. The psychiatrist must know the per- 
sonality traits peculiar to each section of 
the country. The lads from “Down East” 
have characteristics which if noted in a re- 
cruit from the Bronx would be indicative 
of psychopathy. The Boston youth and the 
Georgia farm boy must be appraised by en- 
tirely different standards. The Pennsylvania 
coal miner bears little resemblance to the 
Mormon from Utah. In addition, the com- 


parative youth of many of the naval recruits 
requires the difficult differentiation of nor- 
mal adolescence from early psychopathy. 

The psychiatric examination takes place 
in a private room immediately following the 
physical examination while the recruit is 
still undressed and usually still tense. We 
are provided with a complete summary of 
the recruit’s physical status. In addition, any 
gross abnormality of behavior noted by the 
physical examiners is reported. This in- 
formation constitutes the only available data. 

The actual appraisal begins with the sub- 
ject’s entrance into the room. The manner 
in which the recruit enters the room and 
his general appearance is of importance to 
the clinically sensitive and alert examiner. 
Before the recruit crosses the room one may 
note obvious abnormalities of gait, signifi- 
cant physical defects, deviations of psy- 
chomotor activity, revealing facial expres- 
sions, evidence of confusion, stupidity, an- 
tagonism, unusual tenseness and anxiety, or 
tics and mannerisms. The average recruit 
says nothing until spoken to but the jovial 
alcoholic, the anxious neurotic, the surly 
psychopath or the irrepressible manic not 
infrequently assist the psychiatrist by spon- 
taneous comments. 

We have found that pleasantries are un- 
necessary. The interview is begun by ask- 
ing the recruit his name. This question com- 
bined with a friendly smile is usually suffi- 
cient to establish rapport. Thus far, in his 
examination the recruit has been known only 
by the mercurochrome number on his chest. 
He is pleased and surprised at this slight 
gesture of restoring his individuality. 

The recruit is now rapidly questioned. 
The examiner must set the pace, maintain 
clinical vigilance and carefully avoid the 
tendency toward becoming hasty or per- 
functory. The following are the most fre- 
quently employed primary questions: 

How old are you? 

How far did you go in school? 

What have you done since you left school? 

When was the last time you had a weak spell, a 
fainting spell, a nervous spell? 

Does your vision ever get blurred? Eyes blank 
up for a second? 

How often do you have your headaches? 

Were you ever knocked out by a blow on the 
head? 

Did you ever have a fit, convulsion or seizure? 
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9. When was the last time you walked in your 
sleep? 

10. Do you have any trouble with your kidneys? 

11. Have you wet the bed since you were a child? 

12. Have you ever had any kind of nervousness? 

13. Now tell me, what was the worst jam that you 
were ever in? 

14. Have you ever been arrested for anything? 


A positive reply to any of these ques- 
tions—or suspicious behavior on the part of 
the recruit in giving a negative answer— 
is an indication for secondary questions. 

It is obvious that these questions in them- 
selves do not constitute the basis for an ade- 
quate appraisal of an individual. As a 
printed questionnaire, they would be practi- 
cally valueless. It is to be emphasized that 
the recruit’s manner in answering the ques- 
tion is just as important as the subject matter. 
The essence of the examination is that it is 
dynamic, human and spontaneous. 

Secondary questions are carefully asked 
so as to make it easy for the recruit to answer 
them. We never imply that the question is 
significant and avoid forcing the recruit to 
lie. The exact approach can now be fitted to 
the particular recruit. In general, the 
straightforward professional approach with 
a display of confidence rather than authority 
is indicated. 

If, for instance, the recruit has answered 
that he completed only the eighth grade we 
are interested in investigating his intelli- 
gence level. We ask the age when he left 
school, his reason for leaving school, and 
what grades he failed. Further inquiries are 
made into his occupational history, remem- 
bering that his original statements may be 
misleading. He may say that he was a ma- 
chinist, only to have questioning reveal that 
he was actually employed as a janitor in a 
machine shop. The replies coupled with ob- 
served behavior are usually sufficient to give 
us a rough idea of the subject’s intelligence. 
If there is any suspicion of low intelligence, 
the recruit is immediately referred to the 
psychologist for an objective measure of his 
mentality. We would like to emphasize the 
value of readily available psychological con- 
sultation. No psychiatrist can accurately de- 
termine intelligence in a three to five minute 
interview. 

When the question on headaches or spells 
is answered positively, the possibility of vari- 


ous functional and organic conditions is 
considered. It may be of interest to point 
out that even if recruits deny seizures, epi- 
lepsy may be suspected through the presence 
of certain psychoneurotic symptoms. Fear 
of high places or crowds, and nocturnal epi- 
sodes described as sleepwalking, have been 
related in our experience to the convulsive 
state. During the hyperventilation of sus- 
pected epileptics, severe tetany has occa- 
sionally been seen. In well marked cases of 
this sort, further study becomes imperative. 

Clinical hunches, objective symptoms, 
subtle deviations from the normal recruit 
response are just as frequently a signal for 
special lines of investigation even though all 
replies to the routine questions have been 
negative. 

The recruit who mincingly enters the office 
immediately arouses a suspicion of homo- 
sexuality, either overt or sublimated. If he 
has been employed as a hospital orderly, an 
interior decorator, a cook, ete., his possible 
inaptitude for naval service is carefully in- 
vestigated. Questions such as “Was it an 
older or younger boy who taught you to 
masturbate?” followed by, “Do you now 
masturbate with older or younger boys?” 
not infrequently reveal a history sufficiently 
positive to warrant setting him aside for 
detailed study on the ward. 

Psychopathic traits are commonly de- 
tected in the brief examination. The mani- 
festations of constitutional psychopathic in- 
feriority are so protean that no traits ap- 
pear invariably. The ordinary psychopath 
may be casual, defiant or belligerent in man- 
ner. The recruit with an inadequate per- 
sonality make-up usually appears passive, 
soft or ineffectual. The presence of emo- 
tional instability is revealed by obvious signs 
and the inability to function at a level con- 
sistent with intelligence. 

The average psychopath enters the ex- 
amining room in a casual manner. He is 
careless in closing the door, impersonal in 
his attitude toward the examiner and tosses 
his health record on the desk with an im- 
plied, ‘““Now what?” in his glance. During 
questioning the examiner is “sizing up” the 
recruit, studying his emotional tone -or lack 
of it, attempting to appraise the amount of 
rapport that has built up between him and 
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the recruit and evaluating the seriousness 
or lack of it with which the recruit treats 
these personal questions asked of him by 
an officer. Respect, awe or appreciation of 
the gravity of this examination are lacking 
in the true psychopath. One must also em- 
phasize at this point the difficulty of differ- 
entiating the environmental psychopath from 
the constitutional or true psychopath. 

One or two more routine questions and 
the examiner is ready to increase the pres- 
sure. “Have you had any kind of nervous 
trouble any time in you life?” is usually 
answered in the negative as are questions 
on somnambulism and enuresis. Then the 
suspected psychopath is asked, “Have you 
travelled much, son?” Many unstable indi- 
viduals are nomadic and on their travels, if 
they are psychopathic, get into trouble. Fre- 
quent arrests for vagrancy open an avenue 
for questioning about other contacts with 
the police. If the question of travel is fruit- 
less one may ask, “What is the worst jam 
you've ever been in? (casual tone) You 
know, in school, or around the neighborhood 
with the cops or things like that?” The air 
of unimportance with which the examiner 
treats this question is most valuable in bring- 
ing out admissions of wrong-doing. The ac- 
cusative manner of questioning usually 
causes the psychopath to lie, evade or project 
his difficulties. If lying is suspected recourse 
to the following question is valuable: “How 
often do you masturbate?” The embarrass- 
ment attendant upon this situation makes 
dissimulation particularly difficult. Most 
psychopaths are basically egocentric and if 
given the opportunity by such questions as, 
“Were you pretty good at playing hookey ?” 
they will brag. A further aid is the naked- 
ness of the recruit. We have found that it 
takes about twenty-five per cent less time 
to examine naked recruits and there seems 
to be less tendency to lie when the recruit 
is undressed. 

Of occasional value in trapping this type 
is pace in questioning. An abrupt and un- 
expected “How many times have you been 
arrested?” may surprise the suspect into a 
confession. Similarly by firing a series of 
questions at him rapidly and preventing him 
from giving a considered answer be may be 
caught in an admission of misbehavior. 


In conclusion, we wish to say that the 
above method is in no sense regarded as a 
finished procedure. We are constantly at- 
tempting new variations in technique, al- 
though the brief interview in its present 
form has proved practical and effective in 
the hands of most examiners. 


TyPIcAL CASE MATERIAL 


The clinical material encountered at the 
Naval Training Station is varied and exten- 
sive. The psychological cases comprise the 
feebleminded and the educationally handi- 
capped, the former making up 9o per cent 
and the latter 10 per cent of this group. 
Since the more obviously feebleminded are 
eliminated by the Recruiting Officers, those 
seen at the training stations are, for the 
most part, morons. It should be remarked, 
however, that a moronic sailor is far more 
dangerous than a moronic civilian. The 
modern Navy, with its high degree of mech- 
anization, places a premium on the intelli- 
gence of its personnel. In an emergency 
any man may be called upon for an ex- 
traordinary performance. 

It is often difficult to make a decision in 
the case of a recruit with borderline intelli- 
gence. Where the mental age is very near 
eleven, several intelligence tests may be used. 
The final decision as to whether a recruit is 
rejected or not depends not only upon the 
test results but also upon an evaluation of 
his total personality. The recruit’s past 
record, his physique, his behavior while 
under observation on the ward or in com- 
pany, his educational background, and his 
insight into his own intellectual limitations 
are all considered. For example, Recruit “A” 
had a mental age of ten years and six months. 
He was husky and jovial, had a good work 
record, knew he was not smart, but wanted 
to pitch in and do whatever he could. He 
was given a trial in company and was well 
liked by the men. His company commander 
reported that he was slow, but thorough and 
steady. He was accepted. Recruit “B” had 
a mental age of eleven years and six months. 
He had once been expelled from school be- 
cause of truancy and misbehavior. He had 
never worked regularly. He was physically 
puny and impressed one as sly, evasive and 
untrustworthy. He had no insight into his 
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intellectual handicap and repeatedly at- 
tempted tasks that were beyond his capaci- 
ties. He was rejected. 

The educationally handicapped or illiter- 
ate recruits constitute a problem when their 
intelligence is within normal limits. Com- 
plete or nearly complete inability to write is 
cause for rejection even in an otherwise 
worthwhile recruit. The recruit who is par- 
tially illiterate is given a practical test of 
his ability to read and understand safety 
precautions, general orders or typical ship’s 
bills. In doubtful cases, as in the border- 
line mental ages, the decision is made in the 
light of the recruit’s other qualifications and 
characteristics. For example, Recruit “C” 
had a mental age of thirteen years as mea- 
sured by oral tests but read very poorly. 
He was foreign born, and in this country 
had lived in a community where little Eng- 
lish was spoken. He was an experienced 
baker and was eager to do his bit for his 
adopted country. His record and character 
were excellent. He was accepted. 

Among the neurological cases, epilepsy 
is the most common disorder encountered, 
making up fully a third of this group. Very 
few of these recruits admit having had con- 
vulsions. Many of them are quite unaware 
of the significance of the petit mal attacks 
which they have been experiencing, and have 
never spoken to anyone about them. The 
existence of a large group of epileptics who 
never reach the physician or hospital has 
long been suspected by epileptologists. It 
may be that the data we are accumulating 
will some day prove of value in epilepsy 
research. 

The method of eliciting a history of petit 
mal attacks has been covered in a previous 
paper. Care must be taken to differentiate 
them from syncope, vertigo, “dizziness,” and 
the many ill-defined paroxysmal disorders 
so commonly seen in the normal adolescent 
and young adult. Hyperventilation, when it 
produces a positive result is of considerable 
value in doubtful cases. The social history 
has been helpful in grand mal cases. There 
still remain instances where a decision is 
difficult. Electroencephalography, now being 
installed, will doubtless be of assistance in 
the study of many of these problem cases. 

The following concomitant conditions are 


frequently encountered in recruit epileptics : 
feeblemindedness, a history of severe head 
injury, psychopathic personality, migraine, 
somnambulism and enuresis. The associa- 
tion of epilepsy with most of these is well 
recognized. 

About twenty per cent of our neurologi- 
cal cases are post-traumatic disorders. In 
these, a severe head injury is followed by 
intractable headaches, seizures, mental de- 
terioration, personality change, or any com- 
bination of these. Symptomatic or neuro- 
logical indications of brain damage are con- 
sidered sufficient cause for rejection. Surely 
a traumatized brain should not be subjected 
to the heavy detonations of sixteen inch guns. 

Migraine constitutes the next most com- 
mon of the disqualifying neurological dis- 
orders. Mild or doubtful cases are not re- 
jected, though perhaps they should be since 
they might later become more severe. Re- 
cruits are rejected if their headaches or ac- 
companying symptoms are severe enough 
to be incapacitating. Attacks which caused 
the recruit to go home from school or work, 
or caused vomiting or impairment of vision, 
are considered severe enough to warrant 
rejection. 

Post-encephalitic Parkinsonism is surpris- 
ingly common among incoming supposedly 
healthy recruits. It occurs approximately 
once in every thousand men. Almost in- 
variably the afflicted recruits are unaware 
of their condition. Most of them have no 
history of encephalitis or disease that might 
have been encephalitis. The diagnosis is 
made according to the usual criteria. A 
mask-like face is present as a rule, since this 
is the most frequent lead that brings these 
recruits to the examiner’s attention. Tremor 
is rarely present, but rigidity, and loss of 
associative movements are common. Some 
of these cases are at first misdiagnosed 
schizophrenia because of their appearance 
and retarded manner. 

Multiple sclerosis occurs about as often 
as post-encephalitic Parkinsonism. These 
cases are usually early and present minimal 
but positive signs of the disorder. Cases of 
enuresis are studied with care since several 
recruits admitted for this complaint were 
found to be suffering from multiple sclerosis. 

The above five conditions constitute 
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eighty-six per cent of all the neurological 
cases seen. The remaining fourteen per cent 
are scattered among a variety of muiscellane- 
ous conditions. In order of frequency, these 
are: Sydenham’s chorea, narcolepsy, polio- 
myelitis, Marie’s cerebellar ataxia, tetany, 
carbon-monoxide encephalopathy, congenital 
syphilis, congenital nystagmus, pseudo- 
sclerosis of Westphal, amyotonia congenita, 
Huntington’s chorea, brain tumor and spinal 
cord tumor. 

The psychiatric group of neuropsychiatric 
rejections is larger than either the neuro- 
logical or psychological. For purposes of 
description we divide it into: (1) Psychoses, 
(2) prepsychotic conditions, (3) psycho- 
neuroses and (4) personality disorders. 

At first thought, it may seem surprising 
that recruits may arrive at the Training Sta- 
tion in a psychotic condition in spite of hav- 
ing been examined at the Recruiting Station. 
Most of the psychoses we see are well 
masked. The larger part of them consists 
of schizophrenias or manic-depressives in 
an early stage, where a superficial adjust- 
ment is still maintained. Some are in states 
of remission. Others have their precarious 
adjustment broken by the excitement and 
fatigue of leaving home and travelling a 
long distance to their new life. The unac- 
customed close contact with many men con- 
stitutes a disruptive influence in those with 
poorly sublimated homosexual drives. Nos- 
talgia is an etiological factor in others. A 
few break down after they have been ad- 
mitted to training and have been in company 
for a short time. 

The primary purpose of the work of the 
military psychiatrist is not only to detect 
those who have overt neuropsychiatric dis- 
orders, but also to pick out and reject those 
that will probably develop such disorders at 
a future date. The prepsychotic conditions 
are those used to designate individuals with 
well-marked mental changes but without ac- 
tual psychosis. In other words, they are 
mentally sick but not committable. Recruit 
“D,” for example, was a high-school gradu- 
ate who lived alone with his mother and 
had been working for 12 years as a clerk 
for the same firm. He was somber and self- 
absorbed. In spite of his high school educa- 
tion, he seemed to function at a dull level. 


The psychologist reported that his mental 
age was II years and 6 months, and that 
there was considerable scatter in his per- 
formance. He also gave a number of bizarre 
responses. On the observation ward he was 
meticulous about his belongings and stayed 
aloof from the other men. He read his Bible 
a great deal. In the interview situation it 
was difficult to establish rapport with him. 
He showed an impoverished affect and sev- 
eral times made inappropriate responses. 
Though it could not be said that this recruit 
was definitely psychotic, he was the type of 
individual who we have found develops a 
schizophrenic reaction when called upon to 
make the new adjustments demanded by 
navy life. He was rejected as a pre-psychotic 
schizophrenic. 

Psychoneurosis occurs in our work with 
about half the frequency of epilepsy. The 
anxiety states predominate though they are 
usually associated with some conversion 
symptoms. Somnambulism is particularly 
disqualifying, since obviously aboard ship 
one can’t walk very far in one’s sleep with 
safety. True hysterical outbursts of the 
“hysterics” type are rare. We have noted 
that every case of this sort that we have 
seen occurred in a dull individual, whose 
mental age was always below 12. The more 
intelligent recruits react in a less overt man- 
ner when unable to adjust to the require- 
ments of naval life. 

Our largest number of rejections comes 
from the personality disorders. It may be 
appropriate at this point to say a word about 
the personality requirements in naval ser- 
vice. A ship at sea may not touch land for 
many weeks, and mail may not be available 
for long periods. The isolation from home 
ties and from life on shore demands a high 
degree of maturity, independence and sta- 
bility. Living space is at a premium aboard 
ship. Every cubic foot must be utilized to 
the utmost to acquire maximum fighting 
power. Privacy is therefore non-existent, 
and the men must be congenial and tolerant 
of the congestion. The Navy is practically 
100 per cent mechanized. To submerge a 
submarine requires many complex opera- 
tions that must be performed in proper 
order. The highest standards of reliability 
and cooperation are therefore necessary. 
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Finally, it must be remembered that the 
sailor is a military man. He must have cour- 
age and loyalty. The highest traditions of 
the Navy require an unflinching ability to 
stick to one’s post, literally “come hell or 
high water!” 

We see a number of recruits whose per- 
sonality so clearly fails to come up to the 
standards of naval service that rejection is 
imperative. In our present state of ignor- 
ance concerning the structure of the per- 
sonality, it is manifestly impossible to clas- 
sify the personality disorders in anything 
resembling a logical or systematic manner. 
We have found the Navy nomenclature 
convenient and practical. 

There are six diagnoses that are used. 
The first and most frequent is constitutional 
psychopathic state, inadequate personality. 
Into this category are placed recruits who 
are lacking in emotional maturity. Recruit 
“E,” for example, had just turned 17. He 
had enlisted because he was getting tired 
of his job as messenger boy, and all his 
friends had left for either the Army or the 
Navy. He was a thin, scared-looking lad, 
who admitted in the initial examination that 
he wet his bed regularly until a year ago, 
and that he and an older boy practiced mu- 
tual masturbation until recently. It was 
considered that his physical, emotional, and 
sexual development has been delayed and 
he was rejected. 

Our second most frequent diagnosis 
among the personality disorders is constitu- 
tional psychopathic inferiority, without psy- 
chosis. This is comparable to the civilian 
diagnosis of psychopathic personality. Re- 
cruit “F” was a behavior problem from an 
early age. He was expelled from school 
repeatedly because of smoking, truancy, in- 
solence and incorrigibility. At 14 he ran 
away from home after a beating from his 
father. At 15 he was in Juvenile Court for 
stealing from the 5 and 10 cent store, at 16 
for breaking into candy stores at night. At 
17, while still on probation, he was caught 
speeding in a stolen car and was sent to 
reform school. At 19 he served 30 days in 
county jail for taking part in a drunken 
brawl. At 20 he married, but shortly after- 
ward, his wife had a miscarriage and they 
separated. The recruit held many different 

2 


jobs for short periods, and was fired from 
some because he could not get along with 
the boss. At 21, in order to avoid the draft, 
he appeared at a Navy Recruiting Station in 
a neighboring state, lied about his past 
record, and was accepted. When he was 
seen by the psychiatrist at the Training Sta- 
tion, his hesitancy and evasiveness were at 
once noted and he was interrogated at length. 
Because he was not very intelligent and be- 
cause he was allowed to suspect that his 
whole story had been discovered, he soon 
owned up. On the observation ward he was 
seen to be boisterous, surly, and belligerently 
headstrong. His record was verified by wire 
and he was rejected. 

It should be emphasized that recruits are 
not rejected simply because of their records, 
but because of the underlying non-con- 
formity, of which their criminal records are 
partial evidence. Recruit “G,” for example, 
had a history very much like Recruit “F” 
but came from a tough neighborhood where 
minor delinquencies were common. As he 
grew older, his behavior improved, and when 
we saw him he had held down a steady job 
for a year, and was engaged to be married. 
He told his story with reluctance. On the 
observation ward, his behavior was normal, 
and in trial duty he acquitted himself well. 
He was accepted. 

The third personality disorder is constitu- 
tional psychopathic state, sexual psycho- 
pathy. Recruit “H” was a single 36-year- 
old male nurse detected in the Receiving 
Unit and sent directly to the ward. His 
hobbies were sculpturing, photography and 
amateur theatricals. After a discussion of 
these topics, the subject of sex was brought 
up casually. He was taken off guard by 
implying that as an intelligent person he 
would not have narrow-minded views on the 
subject. After the usual early sex acts were 
touched upon, group activities were intro- 
duced as a common occurrence. The recruit 
hesitated then warmed to the subject and 
soon had his abnormal sexual behavior up 
to date. He was rejected, since he was a 
potential menace to morale aboard ship. 

The fourth personality disorder is consti- 
tutional psychopathic state, emotional insta- 
bility. Recruit “I” was a tall, slender lad of 
19, extremely intelligent, but high-strung and 
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finely drawn. During the routine physical 
examination he fainted after standing around 
for some time. In the psychiatric interview 
he was restless and fidgety. He admitted 
that he was subject to outbursts of temper 
and that he had fainted frequently. The 
neurological examination revealed evidence 
of an unstable autonomic nervous system. It 
was considered that this recruit would be 
of little value to the Navy in combat situa- 
tions. He was rejected. 

The fifth personality disorder is constitu- 
tional psychopathic state, criminalism. This 
is a diagnosis not often used, except for men 
who seem to have a complete lack of moral 
consciousness, the so-called “true criminal 
type.” These men are all recidivists and 
show no insight into their defect. There is 
more than non-conformity to their make-up ; 
they have a sort of aggressive viciousness 
about them. Such men are obviously unde- 
sirable in the Navy. 

The sixth and last personality disorder is 
constitutional psychopathic state, paranoid 
personality. Recruit “J” was a graduate 
of college and law school. He failed the 
bar examination four times, because, he said, 
there was prejudice against graduates of his 
school. He held two jobs but left each be- 
cause of differences of opinion with his em- 
ployer. In the real estate business for him- 
self, he was having difficulty getting along 
because of “political opposition.” He joined 
the Navy as an apprentice seaman, he said, 
because he did not have the right connec- 
tions to get a commission, and wanted to 
avoid the draft. When seen by the psychi- 
atrist in the routine admission examination, 
he made a good appearance and was passed. 
In company, however, he soon began to 
cause trouble. He took an examination to 
be rated as a yeoman, failed, and then at- 
tempted to have his mark set aside because 
he had not been feeling well when he took 
the examination. He argued with and antag- 
onized several petty officers. His company 
commander could never find him when he 
wanted him. He had an abundance of in- 
volved explanations and excuses for all his 
irregularities. He finally came to the atten- 
tion of the Selection Officer for swearing 
audibly under his breath at a secretary when 
he could not get an immediate appointment. 
He was referred to the psychiatrist and was 
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On the ward he was 
resentful of the restrictions and constantly 
sought extra privileges. He had a number 
of complaints to make to the psychiatrist 
about the ward routine. 


admitted for study. 


In short, he was 
an aggressive, irritating inidivdual with an 
exaggerated idea of his own abilities, and 
the faculty of causing friction and animosity 
wherever he went. It was felt that the Navy 
could dispense with his services and he was 
rejected. 

Chronic alcoholism is often closely related 
to personality disorders. The criteria for 
diagnosis are the usual ones. It is important 
to determine how much the drinking inter- 
fered with the man’s work, or got him into 
trouble with the law. Care is exercised to 
determine the etiology of the condition when 
possible. 

Severe reactive psychiatric conditions are 
rarely encountered during the training 
period. This may well be due to the fact 
that vulnerable individuals are eliminated at 
the time of their arrival at the station. Re- 
cruit “K” was brought to the psychiatrist 
by his company commander. The recruit 
had been a problem to the company com- 
mander ever since he criticized the young- 
ster for a mistake in drill. He had been slow 
in carrying out orders, unreliable and surly. 
He was 17, of average intelligence, and 
pleasant in the interview. He admitted he 
hadn’t been doing too well, but said he just 
couldn’t stand his company commander’s 
picking on him the way he did. It developed 
that the lad had run away from home three 
times because of an abusive, tyrannical 
father. At school he could not get along 
with the one man teacher he had. In the 
Navy he was clearly identifying his com- 
pany commander, an older man, with his 
father, and his defiance was his habitual re- 
sponse. Since discipline and subordination 
are essential in any military organization, 
cases of this sort demand careful psychiatric 
evaluation. 

Recruit “L” was noted to be tense and 
dull when he first arrived at the Station. 
He was sent to the psychologist and his 
mental age found to be I1 years and 6 
months. He was sent to company for duty 
trial. Three weeks later he was called in 
for check-up. His company commander re- 
port indicated that he was not learning nor- 
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mally, that he was unreliable, moody and 
boisterous. When interviewed, the recruit 
was extremely restless and jittery. When 
spoken to sympathetically, he finally broke 
down and confessed that he was very un- 
happy. He had been trying his best to do 
everything the way he was supposed to, but 
somehow kept making mistakes and getting 
bawled out. He dropped his gun once in 
parade, lost his way trying to find sick bay, 
laid his things out wrong for inspection, 
forgot to lash his bedding to the jackstay 
when he hung it ‘out to be aired and it blew 
all over, and got his semaphore signals all 
mixed up. Such unfailing blundering ren- 
dered him completely unfit for the Naval 
service. 

Recruit “M” was sent in to the psychi- 
atrist because of behavior similar to that of 
Recruit “L.” He also was getting himself 
into one difficulty after another. He was a 
high school graduate and had been a good 
bookkeeper in his father’s business. He in- 
sisted that he liked the life here and was 
not at all homesick. His manner, however, 
belied his words. A careful examination 
brought to light a severe repressed nostalgia. 
We have come to use the term “cryptic 
nostalgia” for these recruits who are home- 
sick and unaware of the fact. The syndrome 
is not uncommon. It occurs chiefly in the 
intelligent, conscientious recruit, and pro- 
duces a wide variety of symptoms. In many 
cases, when the nostalgia is brought to the 
surface, the conscious problem is easily 
handled. 

It will be noted that everything that has 
been discussed in this paper is of a purely 
diagnostic nature. This must be so because 
our work is almost entirely diagnostic. It 
may be that some of our rejected recruits 
through psychiatric treatment might become 
of value to the Navy. But we do not have 
time for therapy, and if we did, we would 
not feel that an individual who has recov- 
ered from a psychiatric condition is a suitable 
risk for the Navy to assume, at least while 
there is still in the country an adequate sup- 
ply of individuals who- have never had 
psychiatric trouble. The training station 
psychiatrist, however, is still a physician. 
A few words of sympathetic explanation, 
admonition or advice are often given when 
indicated. Under the critical circumstances 


in which our interviews take place, with 
acceptance or rejection in the Navy hanging 
in the balance, these words spoken by the 
psychiatrist may be of considerable impor- 
tance in the future life of the recruit. 


A STATISTICAL ANALYSIS 


In the foregoing, the neuropsychiatric se- 
lection of naval personnel at the Naval 
Training Station, Newport, R. I., has been 
described. We now present a statistical 
analysis of our results. Because of the exi- 
gencies of war we are not at liberty to 
quote absolute figures. It will be necessary 
to make our analysis wholly on a relative 
basis through the use of percentages. 

The percentage of neuropsychiatric re- 
jections among naval recruits at Newport 
for the past three years is as follows: In 
1940, when there were no psychiatrists on 
duty, 0.31 per cent were rejected. From 
January to May, 1941, with a full time 
psychiatrist on duty, the rate rose to 1.5 
per cent. With the addition of other psychi- 
atrists and psychologists to the staff and the 
development of the present neuropsychiatric 
program accomplished, the rate of rejection 
rose to 3.8 per cent from May 1941 to 
December 7, 1941. From December 1941 
to March 1942 it reached 4.8 per cent. The 
increase here is due chiefly to the rise in 
the average age of the recruits and the pres- 
sure on the recruiting stations, with the con- 
sequent difficulty of enforcing the previous 
recruiting standards. Of those discharged, 
30 per cent were discharged because of psy- 
chological causes (feeble-mindedness and il- 
literacy), 22 per cent because of neurologi- 
cal conditions, and 48 per cent for psychi- 
atric causes. The discharge diagnoses by 
percentage are as follows: 


Per cent 
Psychopathic personality ......... 28 
Mental deficiency, moron......... 27 
7 
7 
Post-traumatic disorders ........ 5 
Chronic alcoholism .............. 4 
3 
Psychotic conditions ............. 3 
Disseminated sclerosis ........... 2 
Encephalitis, chronic ............. 2 
I 


Other neurological conditions...... 3 
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Of all men suspected during the initial ex- 
amination (this includes men sent to trial 
duty as well as those admitted directly to the 
ward), approximately one-third ultimately 
are separated from the service. It should be 
pointed out that a recruit is rejected only 
for clearly established reasons. When rea- 
sonable doubt exists regarding the signifi- 
cance of findings, the recruit is allowed to 
pass to the fleet. A representative sampling 
of these doubtful cases is being followed 
with a view to establishing more accurate 
standards for the future. 

Approximately two-thirds of all recruits 
admitted directly to the neuropsychiatric 
ward were found to be definitely unsuited 
for the service. Ninety-three per cent of 
those discharged were handled through the 
Aptitude Board. Only 7 per cent of the 
cases showed sufficient disorder to necessi- 
tate transfer to the Naval Hospital. Eighty- 
seven per cent of the recruits rejected for 
inaptitude were detected during the initial 
three minute examination. The remaining 
13 per cent were missed in the initial exami- 
nation but were detected through other 
means. The sources from which these cases 
were referred to the psychiatrists are as 
follows: 


Per cent 
41 
Company Commander ........... 29 
Educational tests 14 


Mar. 
Per cent 


The fact that all major activities of the 
station are represented shows both the co- 
operation of other departments with the 
neuropsychiatric unit and the close integra- 
tion of the neuropsychiatric program in the 
life of the training station. 

A study of the diagnoses among the cases 
not originally detected shows that the only 
important differences between these cases 
and those detected by the initial examination 
are the larger number of psychopaths and 
the smaller number of feebleminded. 

The psychopaths missed are for the most 
part simple inadequate personalities who 
are unable to adjust themselves to naval 
routine. In civilian nomenclature these 
might be called “simple adult maladjust- 
ment.” The feebleminded missed are usually 
borderline cases. 

Naturally a program developed under 
pressure and of so wide a scope is replete 
with imperfections. We do feel, however, 
that in spite of the imperfections our pro- 
gram is contributing to the efficiency of the 
fleet. In the years to follow the ultimate 
victory towards which we are all working 
there ought to be fewer neuropsychiatric 
casualties populating the veterans’ hospitals 
of the country. 
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THE PSYCHONEUROTIC IN THE ARMED FORCES?* 


NICHOLAS MICHAEL, Major, M.C. 
Station Hospital, Camp Shelby, Hattiesburg, Miss. 


A psychoneurosis may be defined as a de- 
fense mechanism through which the patient 
protects himself against difficult environ- 
mental stresses. It is a necessary, adaptive 
reaction that springs into activity at the time 
of need. It may be called a subconscious de- 
vice enabling the patient to explain to his 
conscious self (through the guise of a dis- 
ease) his inability to meet certain life situa- 
tions in a normal way. A psychoneurosis is 
not a conscious effort to deceive, avoid dan- 
ger or attract attention, nor does it arise at 
the will of the individual. It is not a voli- 
tional act. 

Apparently the co-mingling of various eti- 
ological factors brings about the symptoms, 
for no single factor can be considered as the 
cause of psychoneurosis. All the causation 
theories have their proper place but in time 
of war the activation of the self-preservation 
instinct plays the most important role. Since 
the danger is real, there is no reason to as- 
sume that sexual life plays an essential part. 
It seems more likely that the instinct of race- 
preservation is underdeveloped, because the 
patient is subconsciously unwilling to en- 
danger his life for the benefit of the future 
race. 

The psychoneurotic finds it difficult to live 
in any environment since he is constitution- 
ally poorly equipped to meet the every-day is- 
sues of life. In civilian life, however, he has 
greater leeway to protect and defend himself 
against danger. He can side-track or avoid 
threatening experiences, change his environ- 
ment, work part time or rest if necessary. 
The psychiatrist, family physician, and sym- 
pathetic relative are always on hand to help 
solve his problems. Thus with a minimum 
effort he is able to maintain a place for him- 
self in society. This ability in civilian life 
does not necessarily mean that he will be 
able to do the same in the army. Here he 
must either become a concrete member of 
the team or fail. The danger, stress, disci- 


1 Released for publication. Bureau of Public Re- 
lations, War Department, Washington. 


pline and necessity of facing the issue in- 
creases his anxiety and symptoms. It is so 
unlike his previous life that, instead of sym- 
pathy and understanding, he may be caused 
embarrassment and receive ridicule. 

In spite of the screening done by examin- 
ing boards and induction stations, the num- 
ber of psychoneurotics inducted is too large. 
This is partly due to the fact that it is im- 
possible for the psychiatrist to devote more 
than a few minutes to each selectee. In such 
a brief time it is difficult to decide about 
questionable cases, for there is always the 
fear, among some examiners, that the patient 
is malingering. Thus, in many instances, 
only obvious, clear cut cases who demon- 
strate a hysterical or anxiety state during 
the examination are eliminated. 

Experienced psychiatrists are essential in 
induction stations. They understand the per- 
sonality make-up and know the capabilities 
of a psychoneurotic. The evaluation and de- 
termination of mental fitness for military 
service require good judgment and good 
judgment comes mainly through experience. 
Such examiners easily recognize personality 
disorders, The facial expression and attitude 
are informative. A few pertinent questions 
may decide how much time to spend with 
each individual. The main thing to be borne 
in mind is that personal feelings must never 
be permitted to interfere with good common 
sense. 

The opinion and recommendation of the 
personal physician should be carefully con- 
sidered. More than anyone else, he has ob- 
served and treated the patient over a long 
period of time. He knows his limitations, 
failures and successes in his own environ- 
ment. Unfortunately, most physicians hesi- 
tate to express their views, leaving disposi- 
tion and judgment entirely to the induction 
board. They hope the patient will in some 
way adjust. 


J. W., age 24, gave a history of being a sickly 
and protected child. Soon after graduation from 
high school at the age of 19, he began to complain 
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of fullness in the stomach, nausea, shortness of 
breath, headaches and a feeling of weakness. His 
only employment was helping in a grocery store 
during weekends. He never went out with a girl. 

J. W. was inadequate, asthenic, apprehensive, 
hypochondriacal and markedly self-centered. He 
answered sick call the first day after induction and 
was admitted to the station hospital within seven 
days. After two periods of hospitalization he was 
given a medical discharge. 


A short history from the family physician 
would have prevented J. W.’s induction. 

Members of the family are sometimes 
anxious and willing to see the patient in- 
ducted. This not only relieves them of the 
responsibility but arouses their hope that he 
will now be forced to live his own life and 
possibly learn to get along without them. 
An unselfish mother who was visiting her 
son, suffering from hysterical aphonia, said, 
“I wanted him to go into the service for he 
was becoming too attached to me. I was 
afraid something like this would happen.” 
A dissatisfied wife wrote, “My husband will 
complain of stomach trouble and nervous- 
ness. His doctors tell me that he is physically 
well. I believe he is just lazy and should be 
inducted.” Both histories revealed lack of 
adjustment. 

Physicians not psychiatrically minded con- 
sider psychoneurotics more or less malin- 
gerers. They do not try to differentiate be- 
tween the two and are frequently hostile to 
individuals who have no physical basis for 
their complaints. They insist that such per- 
sons should be forced to stay and, if neces- 
sary, be punished. The following expression 
is not unusual. “I hate to see such men get 
out. They just don’t want to stay in the 
army, and if you let them go home others will 
get the same idea.”’ They do not realize that 
individuals whose personality make-up is 
considered normal cannot successfully simu- 
late the symptoms of psychoneurosis. 

The term malingerer is usually applied to 
those who consciously try to deceive by imi- 
tating the symptoms of illness. Close obser- 
vation of suspected malingerers revealed per- 
sonality disorders and maladjustments in 
civilian life. Pure, unalloyed malingering 
does not exist for there is something funda- 
mentally wrong with the individual who uses 
such means to evade the army. The number 
who are likely to malinger are so few, their 
services so poor, that it is best to do without 


them. No amount of punishment will make 
them good soldiers. Three patients were 
suspected of being malingerers but after 
months of effort to set them right, it was 
necessary to send them back to civilian life. 
The following case is an example. 


E. L., age 29, was a cook for an infantry regi- 
ment and seemingly did satisfactory work for over 
a year. He contracted vascular syphilis and was 
transferred to a rifle platoon. He immediately com- 
plained of nervousness and urinary incontinence. 
The syphilis was adequately treated and repeated 
physical examinations including spinal fluid were 
negative. He refused duty, was voluntarily incon- 
tinent, and seemed satisfied to stay in bed all day 
long. Every effort to reason, argue or shame him 
back to duty failed. E. L. was given up as hopeless 
after repeated periods of hospitalization over a 
period of six months and was discharged. 

This patient changed jobs frequently in civilian 
life and just “got along.” He was quiet, surly, 
irritating and did not have much to say to the other 
patients. His condition resembled that of a psycho- 
pathic personality more than a malingerer. 


The psychoneurotic in the field answers 
sick call repeatedly. The medical officer for a 
while makes every effort to encourage and 
assure him that he is in good physical condi- 
tion. This, in addition to a mild sedative, 
may temporarily keep him on duty. Gradu- 
ally he will be told that he is not sick, that 
it is all in his mind, and to stop answering 
sick call. A strict company commander will 
insist that he continue in the field; a more 
understanding one will assign him to duty 
around the company area. He will fall out 
on conditioning marches, complain of his in; 
ability to continue with a field problem and 
be among the first to be evacuated to the rear 
during maneuvers. 


M. L., age 24, was a highly restless, fearful and 
apprehensive individual. He did not join the other 
soldiers in social activities around camp and rarely 
went to town. He frequently complained of a pain- 
ful left knee joint and repeated admissions to the 
station hospital did not help. He insisted that some- 
thing was wrong and begged the surgeon to operate 
on his knee to prove he was right. 

The patient was returned to civilian life after 
seven months and placed in the hands of a psychia- 
trist. 


A few psychoneurfotics can be kept in the 
army in time of peace and can be forced to 
serve out their year. Observation will reveal 
that they are usually assigned to duties re- 
quiring a minimum effort and considered 
unnecessary. Investigation of such individ- 
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uals in an infantry regiment revealed that all 
but one were eliminated prior to departure 
for overseas duty. 


F. M., aged 25, a competent, reserved and some- 
what shy platoon sergeant had an excellent record 
with over a year of service prior to an auto acci- 
dent while on leave in the north during the winter. 
While driving back home during the night, his 
car left the road. He was found unconscious eight 
hours later and taken to the local hospital where 
he regained consciousness. He was unable to 
recognize members of his immediate family and 
could not recall events prior to and after the acct- 
dent. Repeated physical examinations were neg4- 
tive. He gradually cleared mentally but was still 
somewhat perplexed a month later. By means of 
suggestion he cleared entirely within a few days 
after admission to the station hospital and was 
sent to duty. 

This case did not show any evidence of previous 
attacks or maladjustment. He was very devoted 
to his mother and deferred his marriage on ac- 
count of her. 


A few psychoneurotics are retained on lim- 
ited duty and apparently do good work, but 
it requires the constant encouragement of 
the organization commander and an under- 
standing medical officer. A short psycho- 
therapeutic session will sometimes improve 
and encourage the patient especially since 
the element of danger has been eliminated. 


M. W., age 28, a promising musician, was first 
assigned to the band of an engineer regiment. He 
attended sick call frequently and after two ad- 
missions to the station hospital did not feel any 
better. He was apprehensive, anxious, complained 
of vertigo, dizziness, unsteady gait, feeling of weak- 
ness and fear of death. He was in love with a girl 
and wanted to get married but kept putting his 
marriage off because of his condition. His talents 
as a musician brought him a transfer to an or- 


ganization in the station complement with con- 
siderable improvement. He has only been hos- 
pitalized once in the last three months. M. W. is 
doing useful and necessary work. He visits the 
psychiatrist from time to time. His organization 
commander valued his services so much that he 
promoted him to a staff sergeant. 


The ability to continue successfully even 


on limited duty is the exception rather than 
the rule. 


T. Z., age 23, had a cerebral concussion two 
years prior to enlistment. He began to complain of 
dizziness, headaches and inability to wear a steel 
helmet. He went to the Canal Zone, was hos- 
pitalized there, then sent to a general hospital on 
the continent, placed on limited duty, and admitted 
to the station hospital. He was somewhat inade- 
quate, self-centered, and constantly complained of 
headaches. 


This patient could not adjust on limited duty and 
after a period of hospitalization of over eight 
months he was discharged. 


Hospitalization of the patient will often 
bring relief of symptoms. The protective 
environment, relief from responsibility and 
danger will encourage him to return to duty. 
His complaints may cease when placed for 
the first time in the enclosed, fenced-in 
neuropsychiatric section and he may feign 
good health until release from the hospital. 
This pretense will be temporary. 


CONCLUSION 


The psychoneurotic is mentally and con- 
stitutionally unsuitable for army life. His 
use on limited service is questionable. He 
can contribute much more to the war effort 
by remaining in civilian life. 
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FORENSIC ISSUES IN THE NEUROSES OF WAR®* 
A. KARDINER, M.D. 


The forensic issues related to the neuroses 
incidental to war are all those which involve 
public interest, welfare and responsibility. 
It would be a relatively simple matter to dis- 
cuss these issues if there were a specific war 
neurosis which had a definite and fixed psy- 
chopathology, a fixed place in psychiatric 
nosology, and tried standardized psychiatric 
treatment whose success had no greater 
fluctuations than those in surgery. Unfortu- 
nately this is not the case. There is no spe- 
cific war neurosis ; the pathology of the vari- 
ous syndromes encountered is far from 
settled, and this is due not only to the fact 
that it is approachable from different points 
of view in psychopathology, but also to the 
disconcerting fact that the traumatic syn- 
drome is one that can occur in any person- 
ality makeup, and hence the clinical picture 
presented is bound to show great variations. 
The treatment of these neuroses is still in 
the experimental stage and some of the clini- 
cal forms lend themselves more readily to 
treatment than others. With this background 
the forensic issues become very complicated 
indeed. 

It is self evident therefore that one cannot 
begin to discuss forensic issues, to define the 
public responsibilities or to implement them 
intelligently until certain basic principles of 
the psychiatric aspects are established. 


THE PSYCHIATRIC PROBLEM 


The psychiatric picture of those exposed 
to the hardships and traumata of war is 
avowedly confusing. But the causes of this 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 

These conclusions are based on the study of 
the neuroses of war at U. S. Veterans Hospital 
Number 81 during the years 1922-25 inclusive. 
‘ During this time I had at my disposal not alone 
cases assigned to me, but also the entire files of 
the outpatient department. The conclusions are 
therefore drawn from approximately 1000 cases, 
about 150 of which were studied with some care. 
Some of these cases were observed over periods 
varying from three months to two years. 
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confusion are not too difficult to locate. It 
is a universal practice in psychiatry to oper- 
ate with the conception of disease entities, 
and it can be said in its justification that for 
such entities as schizophrenia, manic-depres- 
sive psychoses, hysteria, etc., it has hereto- 
fore proven its usefulness for practical pur- 
poses, notwithstanding the many doubts that 
surround them from the point of view of 
etiology and psychopathology. In the case 
of the personality disorders consequent upon 
traumatic experience in war we have an ex- 
ternal agency operating on a large variety 
of personality types, and it ought not there- 
fore to surprise us that the clinical result will 
be different depending on the previous per- 
sonality. We do not therefore have the 
right to look for a disease entity, but for a 
special syndrome which we may call the trau- 
matic syndrome, which may be superim- 
posed on any previously existing personality 
type. This may be of long or short duration, 
but what we should look for is involvement 
not of organs or systems but of the entire 
psychophysiological mechanism for action 
and adaptation. If we do this we are not 
likely to be confused by the varying symp- 
tomatology. If we approach the neuroses 
consequent upon traumatic experience with 
this view in mind we can begin to appreciate 
the fact that such a syndrome can be found 
in cases which are clinically schizophrenia, 
epilepsy, hysteria, neurasthenia, anxiety neu- 
rosis. The observations of Murri on the con- 
sequences of the Messina earthquake that 
no normal individual was left in the com- 
munity immediately after the catastrophe, 
but that at the end of six weeks most had 
recovered, supports the idea that the trau- 
matic syndrome is a universal reaction, that 
it is transient, and becomes the organizing 
point for a neurosis only in an indeterminate 
percentage of cases. Oppenheim’s observa- 
tions on the Russian pogroms are also note- 
worthy, as are also his observations on the 
abnormally great increase in cases of symp- 
tomatic epilepsy following these catastrophes. 
What we find therefore in a case of schizo- 
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phrenia precipitated during war is a schizo- 
phrenia with added features of the traumatic 
syndrome in the form of irritability, typical 
nightmares repeating some variation of the 
traumatic experience, or sensory-motor and 
autonomic disturbances. 

There is however a group of cases in which 
this traumatic syndrome occupies the fagade 
of the clinical picture, and it is to these cases 
that the term traumatic neurosis can appro- 
priately be applied. A confusing aspect of 
this neurosis is that it does not have a uni- 


form symptomatology. There are four main ~ 


clinical types: 

1. Defensive rituals, which generally con- 
sist of some action which may have prevented 
the trauma had it been carried out in time, 
such as putting on a gas mask. At times the 
ritual degenerates into a tic. The significance 
of the ritual is completely unknown to the 
patient. 

2. Autonomic disturbances, involving any 
system under its control, cardiac, vascular, 
gastro-intestinal, renal, pulmonary, skin. It 
is these disturbances which result in the 
somatic syndromes such as cardiac neuroses, 
“effort syndromes,” “neuro-circulatory as- 
thenia,” gastric ulcer, mucous colitis, thyroid 
disturbances. These may or may not be ac- 
companied by overt anxiety ; more frequently 
by tension states which prevent the anxiety 
from becoming overt. 

3. Sensory-motor disturbances, from trem- 
ors to hemiplegias, paraplegias, usually ac- 
companied by hypesthesia (originally hyper- 
esthesia), pareesthesias. Combinations such 
as anasthesia and incessant sweating of one 
lower extremity can be found. The pares- 
thesias are usually hallucinatory reproduc- 
tions of actual sensations such as being sub- 
merged in cold water. 

4. Syncopal episodes, which are epilepti- 
form in character, in which consciousness 
may be completely lost, but the convulsive 
phenomena are rarely myoclonic. They are 
coordinated motions, often accompanied by 
vocal expressions of violence. These are by 
far the most serious and incapacitating of 
the traumatic neuroses. 

These are not discrete entities; the same 
case will at times give a history of beginning 
with syncopal phenomena and several years 
later will present pure autonomic disturb- 


ances. The only cases whose course does 
not vary are the motor pareses, if this is the 
first symptom. A recent case from the Brit- 
ish Merchant Marine for two years had 
symptoms of confusion, extreme irritability 
especially to noise and more particularly the 
noise of airplanes overhead, and then on oc- 
casion of a fright by a low-flying plane began 
to develop tremors, astasia-abasia, and ter- 
minated with a paresis of both lower extremi- 
ties. The typical nightmares had ceased to be 
as continuous as they were in the first two 
years. At no time did he have continuous 
autonomic disturbances, though he had occa- 
sional episodes of severe cardiospasm. In 
short the same case may change its clinical 
facade and these clinical types are no fixed 
entities. Any combination may coexist at any 
time. 

In addition to these four main clinical 
types there is a group of characteristics com- 
mon to all. These are: 

1. An absolutely characteristic dream life 
which undergoes a number of changes cor- 
responding to the convalescence of the 
patient. 

2. Alteration of disposition and character 
independent of and irrespective of the previ- 
ous character of the individual. These 
changes are irritability, especially acoustic ; 
a feature which is not to be confused with 
the startle reaction ; irascibility and extreme 
fluctuations from maudlin to violently ag- 
gressive moods. 

3. Typical inhibitions, few or many in 
number, making serious inroads on the pa- 
tient’s capacity to work. 

4. A typical Rorschach picture which can 
be identified several months after the neu- 
rosis becomes established.? 

The traumatic syndrome consists there- 
fore of sensory-motor disturbances, auto- 
nomic disturbances, syncopal phenomena, or 
defensive rituals, plus a typical dream life, 
alterations in personality, typical inhibitions 
and a typical Rorschach picture. 

Up to this point we have dealt with a de- 
scription of phenomena only. These features 
stand irrespective of any psychopathological 


2E. Oberholzer, 1931, Zur Differentialdiagnose 
psychischer Folgzustande nach Schadeltraumen mit- 
tels der Rorschach’chen Formenversuchs, Ztsch. 
f. d. ges. Neur. u. Psychiatrie. 
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system devised to make this entire syn- 
drome intelligible. The phenomenology of 
this neurosis can be established without rais- 
ing any controversial issues concerning the 
etiology and pathology involved by getting 
a sufficient number of psychiatrists to record 
and compare their observations. If one can- 
not agree on a psychopathology which will 
render all these features different facets of 
the same neurosis one could at least agree 
to call them different clinical types of trau- 
matic neurosis. There is one fact however 
which strongly supports the view that they 
are facets of the same neurosis, and that is 
that when one follows the course of a neu- 
rosis which four years after its beginning 


presents chiefly autonomic disturbances, it 


may have a history of syncopal phenomena 
in the first two years. A second argument in 
favor of this being a unitary condition is 
the fact that the dream life, irritability and 
changes in character are common to all, irre- 
spective of the nature of the presenting 
symptoms. 

The confusion in the psychopathology of 
this syndrome is the failure to recognize that 
the various clinical types only represent dif- 
ferent emphases. It is a noteworthy feature 
of the literature on the war neuroses that 
very few attempts have been made at a sys- 
tematic psychopathology and that a large 
number of procedures in therapy have been 
advocated without any conception of the 
underlying pathology. Another reason for 
the confusion in the pathology is due to the 
fact that the traumatic neurosis touches upon 
almost every known specialty, and from the 
point of view of each specialty attempts have 
been made to reconstruct the entire syn- 
drome. In no other way could such con- 
cepts as “cardiac neurosis” or “effort syn- 
drome” have arisen. But the same error has 
likewise been made by psychiatrists, who 
have also attempted to account for this syn- 
drome on the basis of the pathology of 
another entity which it closely resembles, 
namely hysteria. A psychiatrist handling his 
first few cases of traumatic neurosis will in- 
evitably account for the traumatic syndrome 
by studying the underlying hysterical per- 
sonality with complete disregard for the fact 
that once the traumatic syndrome is estab- 
lished it will be elaborated and coordinated 


into the pre-existing personality. Thus I 
have frequently heard a traumatic neurosis 
explained on the basis of a sense of guilt. 

When we attempt to bind all the phe- 
nomena of the traumatic neurosis into a 
single coherent pattern a caution must be 
observed, almost too trite to mention but one 
constantly disregarded, namely that a psycho- 
pathology must explain the origin and the 
interrelationships between symptoms. Any- 
thing which falls short of this goal cannot 
be considered a psychopathology. Much has 
been written about this or that factor in the 
war or danger situation which is supposed 
to bring the symptoms about. Some of these, 
like the self-preservative tendencies as 
against the demands of duty are certainly 
relevant; but how one proceeds from such 
a conflict to a symptom like irritability, car- 
diospasm or palpitation has yet to be demon- 
strated. 


PSYCHIATRY IN RELATION TO THE 
ForENSIC ISSUES 


A working conception of psychopathology 
is important for the significance of the symp- 
toms, for on it depends what kind of thera- 
peutic regimen will be instituted and what 
disposition will be made of the two chief 
forensic complications, the incapacity for 
work and compensation. 

In the traumatic neurosis we are not deal- 
ing with a diseased organ or system, but 
with the entire personality. It is a severe 
disturbance of adaptation. In another place ® 
I have suggested that the psychopathology 
consists of a disruption of the entire psycho- 
physical apparatus for action; that the pa- 
thology proper consists of an inhibitory proc- 
ess, protective in intent, and that the neurotic 
process consists of the secondary effects of 
this inhibitory process. The inhibitions thus 
established, greatly reduce the patient’s adap- 
tive capacities, and though he does not aban- 
don life, he attempts a readaptation on the 
basis of his now reduced resources. The 
widely diverse symptoms when arranged in 
order seem to be nothing more than separate 
parts of the entire psycho-somatic mecha- 
nism for action, the harmonious relation of 


8A. Kardiner, The traumatic neuroses of war. 
Hoeher, 1941. 
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which to each other and to the executive 
maneuvers that implement adaptation, has 
been ruptured. This action system consists 
of sensory, ideational, autonomic and motor 
components, and in the neurosis we find dis- 
turbances in each. The most highly organ- 
ized form is the defensive ritual, because in 
these cases the disrupting influence of the 
inhibitory process is forestalled by a defense 
which is directed toward preventing a repe- 
tition of the trauma. In these cases the atti- 
tude is defensive, though the psychophysical 
mechanisms for action may not have actually 
been disrupted. The other forms are more 
disorganized. 

There is one feature of the traumatic neu- 
rosis to which the treatment must be geared, 
and that is its course. In the early stages, 1.e., 
before the neurosis is six months old, the 
treatment is relatively easy. But once it be- 
comes consolidated, in many instances the 
result is an intractable and devastating condi- 
tion. No one can tell how many of these 
cases recover spontaneously. It is certain 
that a good many will do well with rest and 
comfortable surroundings, if they do not 
have to return to the danger zone. If a treat- 
ment regimen is attuned to these less malig- 
nant cases, the severe ones will remain un- 
touched. I have seen many a case with severe 
symptoms who had received some superficial 
form of hypnotic or suggestive therapy im- 
mediately after the trauma. A treatment 
regimen of this kind will produce apparent 
results in large numbers of cases. But the 
percentage of relapses will be very high. To 
institute more intensive methods requires in- 
dividual care and the facilities in the form of 
medical personnel is bound to break down, 
for such a program would need a large staff 
of men trained especially for this purpose. 

To estimate the chances of psychotherapy 
from the experiences of the last war one 
can conclusively state that short and super- 
ficial treatment was a complete failure, in 
those cases which were severe to start with. 
Those in whom it was not would have recov- 
ered spontaneously. When clinics were 
opened up in America, four years after the 
end of the war, the cases had for the greater 
part become intractable. The various clini- 
cal types vary in their accessibility to treat- 
ment in the chronic forms. The autonomic 


disturbances and the syncopal types are most 
resistive. Pareses lasting more than a year 
become inaccessible. 

It is clear from this discussion where the 
psychiatric responsibility lies: in the preven- 
tion of the most severe and intractable forms 
of the neurosis. This need will not be satis- 
fied by medical programs that aim at creat- 
ing pleasant surroundings for these emo- 
tional casualties of war and stopping there. 
It is a disease which requires early and active 
intervention before the patient has learned 
to live on his reduced resources and to lean 
on compensation as a crutch. There will al- 
ways be a large number who will remain 
intractable no matter how soon treatment is 
instituted. But the greatest number can be 
helped. I have treated with success several 
cases who were considered hopeless seven 
years after the traumatic event. If this could 
be effected after seven years, it could surely 
have been done when the neurosis was only 
six months old. Moreover since therapy ‘is 
hardly a settled problem, competent and di- 
rected research should be done, particularly 
with fresh cases—as well as with chronic 
ones. In this connection a special problem 
arises related to the treatment of large num- 
bers of these cases by untrained personnel. 


THE SocraAL CONSEQUENCES OF TRAUMATIC 
NEUROSES 


The chief complaint heard in almost all 
chronic cases is that they cannot pursue their 
prewar occupation, no matter what.that was, 
clerical or mechanical. Those who did cleri- 
cal work complain that they have a cease- 
less restlessness, are constantly in a state 
of exhaustion due to sleeplessness or disturb- 
ing dreams. Those who did mechanical work 
cannot tolerate noise, say they have lost their 
steadiness of hand and fine coordination, 
cannot climb ladders, etc. If one deals with 
this neurosis without the aid of a psycho- 
pathology, then this symptom must be treated 
symptomatically. After the last war this was 
done on a large scale by a system of voca- 
tional retraining. According to the psycho- 
pathology outlined above we would expect 
that when a patient is unable to resume his 
prewar work he will be unable to do any 
work, for all work calls upon similar re- 
sources. Symptomatically one would say 


| 
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that if a man who in prewar days was a 
painter, and now cannot mount a ladder, will 
do better at work if he works on level 
ground.* This program was generally a 
failure. Veterans were moved about from 
one type of training to another and were 
equally bad in all. Where a cure had been 
effected, the patient could easily return to 
his prewar occupation. It would be impos- 
sible to find work commensurate with the 
reduced resources of the severe cases. The 
result was that a large number of veterans 
were trained for occupations requiring a 
minimum of skill, like vulcanizing, but for 
which they could find no employment. Large 
numbers of these veterans retired to farms 
and removed themselves as far as possible 
from their erstwhile pursuits and company 
as well. These veterans are a total loss to 
the community as regards their working ca- 
pacity and hence lose the ability to be self 
supporting. Solicitous relatives and the gov- 
ernment are then obliged to take over their 
economic support—a very unhappy solution. 

Social dislocations of another sort not un- 
commonly occur due to the alterations of 
personality caused by the neurosis. Wives 
of veterans were a common source of com- 
plaints. The traumatic personality is irrita- 
ble, cross, hard to please, with violent fluc- 
tuations of mood from maudlin, tearful soft- 
ness to violent outbursts of temper and ac- 
tual destructiveness. Those subject to fugues 
often destroy property in the house. Break- 
ing of dishes and furniture is frequent, tear- 
ing of bedsheets, etc. Criminal acts are 
fortunately not frequent. Assault on an in- 
nocent bystander by a veteran with a fugue 
is occasional, but these are usually carried 
out when the subject is completely unaware 
of what he is doing. 

Chronic alcoholism secondary to chronic 
traumatic neuroses is probably more fre- 
quent than veterans admit. But it is not a 
very frequent sequel. 

By far the most serious of all social com- 


*Some of the vocational misfits are amusing. 
Thus one young man who was a butcher went 
back to his old work. He noticed however that 
every now and then he would become nauseous and 
lose consciousness. Then he observed the stimulus ; 
it was strong perfume brought into the shop by 
fashionable ladies. The original trauma was a 
surprise gas attack. 


plications is the issue of compensation. It 
can be seen from the psychopathology that 
compensation does not cause the neurosis, 
but only one of the last ditch gropings for 
survival on the part of the patient. Severe 
traumatic neuroses were observed in the 
Spanish War where no one was compen- 
sated, and among merchant seamen who are 
not compensated. The term “compensation 
neurosis” is a misnomer. I have seen many 
cases who lost much by their neuroses, and 
gained nothing. 

If the basic pathology is an inhibitory 
process, regressive infantile types of adap- 
tation are the only ones left the patient. 
Under these conditions, if compensation is 
given, it tends to fix the patient on his neu- 
rosis, and discourages efforts to move out of 
it. It is a purely secondary gain. 

Compensation can be given by the lump- 
sum method or by the income method. The 
lump-sum method is the more desirable from 
the point of view of the neurosis. It informs 
the patient that he has no further claim from 
this point on to support by the government 
and that thenceforth he is on his own. To a 
severe traumatic neurosis this policy would 
make no essential difference. This method 
was not tried in this country. Here the in- 
come method was used and was employed 
in such a way as to place a premium on the 
now well intrenched neurosis. Income was 
given on a percentage of disability which 
was graded according to diagnosis. Trau- 
matic neurosis was not considered a diag- 
nosis, but neurzsthenia was allowed a dis- 
ability compensation of 25 to 30%. Compen- 
sation was generally reduced after a period 
of supervision or “treatment.” This often 
led to severe outbursts of rage against the 
physician, who was generally held accounta- 
ble for the reduction. From the cases under 
my direct supervision veterans were gener- 
ally undercompensated, for the diagnosis of 
“neurasthenia” might have concealed a severe 
traumatic neurosis which totally disabled the 
veteran. I was once called upon to testify 
for a veteran in court with a severe epilepti- 
form traumatic neurosis who was unable to 
engage in any activity. This man was totally 
disabled for life—undoubtedly due to or- 
ganic brain damage. The government finally 
allowed 25% disability. The essential point 
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is that compensation cannot be made on the 
basis of diagnosis, but on degree of disability 
established by fool-proof methods. 

Compensation as it was administered was 
a demoralizing influence. Many a traumatic 
neurosis when greatly helped by treatment, 
would temporarily relapse when compensa- 
tion was reduced. One severe neurosis given 
to epileptiform fugues was treated for over 
one and a half years. He never reported any 
improvement, though it seemed likely from 
the altered character of his dreams. I had to 
learn from his wife that he had had very 
few fugues in the last year of treatment. 
When confronted with this statement the 
patient admitted he feared reduction in com- 
pensation. In other words compensation in 
chronic cases operates against therapeutic 
efforts. 

The lessons in connection with compensa- 
tion point clearly to the conclusion that none 
but those cases in whom intensive treatment 
has failed, should be compensated. Prior to 
that time not compensation but treatment 
should be offered the patient. And this 
treatment must be given within the first year 
of the neurosis, while the patient still retains 
some plasticity. If it is begun after one year 
later, it might as well be begun four years 
later ; the difficulties are about the same. 

It must be pointed out that, contrary to 
expectations, a large number of veterans who 
have severe neuroses, have no awareness of 
being sick. They regard their peculiarities 
as personal idiosyncrasies. Some veterans 
of the last war did not apply for compensa- 
tion or treatment until 1935. 

The diagnosis of traumatic neuroses can 
be made with precision. There is therefore 
little excuse to overlook them. No malin- 
gerer can simulate the combination of one 
of the typical clinical forms plus the secon- 
dary character changes and a characteristic 
Rorschach, not unless he were coached by 
an expert. It is a wise precaution to catch 
these cases before discharge from service. 
Unless such precaution is taken no reliable 
statistical studies on the incidence of trau- 
matic neuroses can be made. Too many cases 
will be overlooked, for not all of them com- 
plain or have any idea that they are ill. 

This war, in contrast to the last, will bring 
with it fresh problems. No doubt different 


branches of the service will bring their own 
problems. The aviation branch is bound to 
bring neurotic disturbances characteristic for 
them alone, and their care will demand spe- 
cial study. Service in the motorized depart- 
ments, particularly tank service, is bound to 
bring its characteristic problems. Those in 
the other branches are likely to be the same 
as in the last war. The results of civilian 
bombardment as related to traumatic neu- 
rosis is still obscure and the neuroses conse- 
quent upon prolonged exposure, starvation 
and thirst are special fields to be studied. 
One of the most severe neuroses I ever saw 
was in a British soldier who was in Salo- 
nika. The chief traumatic experience was 
hunger and thirst. 


MorALE AS PROPHYLACTIC FOR TRAUMATIC 
NEUROSES 


There is little doubt that good training 
and equipment are prime weapons of prophy- 
laxis. Whereas equipment is a purely mili- 
tary matter, training in the use of weapons 
is partly a psychological matter. No equip- 
ment, training or morale will prevent a severe 
neurosis, but will have a telling effect on the 
incidence of the lesser cases. 

Some of the most severe neuroses are 
caused by surprise traumas, an unexpected 
barrage, a shell striking while the patient 
was asleep, a surprise gas attack—the latter 
being very common. Failure of weapons 
was extremely uncommon, except in the case 
of aviators. In short any situation which 
leaves the soldier helpless, creates favorable 
conditions for neurosis. The reason for this 
is that a weapon becomes an extension of 
the ego, and its failure creates a sense of 
helplessness. It is for this reason that offen- 
sive weapons have a higher value than 
weapons of defense. 

In their use the stress should be on the 
favorable comparison of oneself as against 
the adversary. The idea “he’s just as afraid 
as you are” is of little value, but “I’m as 
strong as he is, at least,” has much protec- 
tive value. Most men are not afraid of an 
even chance. 

The réle of good food and rest are im- 
portant. Many neuroses began during en- 
gagements in a prolonged state of physio- 
logical exhaustion. A high factor is good 
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fellow feeling; absolutely equal treatment, 
absence of discrimination, reward for bra- 
very or duty. Trust in officers is an impor- 
tant factor, though I have rarely heard, four 
to seven years after the war scenes were 
left, any particular difficulties with superiors 
as responsible for traumatic neuroses. Con- 
viction in the objective of the fighting is a 
high factor in morale. A driven soldier is 
a good candidate for neurosis. 

In the case of civilian traumatic neuroses 
during and after air raids the fact that every- 
one is in the same boat and incurs the same 
risk, is an excellent prophylactic. A rigid dis- 
cipline about functions of the individual 
creates trust and security. Having some- 
thing to do is a great help, nothing being 
more damaging to morale than just waiting 
to be bombed. 


ORGANIZATION FOR CARE OF TRAUMATIC 
NEUROSES 


This is the most difficult of all forensic 
problems, because during war the military 
organization is too occupied with more ur- 
gent matters, and after the war these neu- 
roses tend to be forgotten. To care for these 
cases adequately a trained personnel is neces- 
sary. It requires skill and experience to de- 
tect them; it requires skill and patience to 
treat them. It is a highly individual neurosis. 
It is a neurosis in which each novice does 
not have to be a pioneer. There is sufficient 
literature on the subject, in which first prin- 
ciples have already been worked out, and 
with a consistent psychopathology ; the gen- 
eral principles to be followed are now well 
established. Physicians in the psychiatric 
units must be made acquainted with diag- 
nosis and principles of treatment—they 
ought not to be obliged to improvise proce- 
dures or to work without plan. 

Such a plan ought to be attuned to the 
various clinical forms and the known prog- 
nosis of each. Cases which show comatose, 
maniacal and epileptiform symptoms should 
be evacuated at once and taken back to the 
United States. These men can never be re- 
turned to service. Treatment of these cases 
should not be undertaken until organicity is 
ruled out by Rorschach tests and electroen- 
caphalograms. These cases present great dif- 
ficulties in therapy and need special research 


to come to definite conclusions. Some of 
this group, as judged by chronic cases that 
have had good therapeutic results seven years 
after onset, are purely neurotic and a cer- 
tain percentage of them offer a good prog- 
nosis. What this percentage is cannot be 
estimated, for in the last war many of these 
cases were labelled epilepsy, or epileptic equi- 
valents and treated with barbiturates. With- 
out duplicating agencies already in existence, 
these cases had best be relegated to the care 
of the Veterans Administration. However, 
owing to the poor state of our present knowl- 
edge of these cases, a special research staff 
to study them should be designated. 

All other forms can be treated in the base 
hospitals nearest the scene of action. Those 
who develop motor and sensory pareses, 
tremors, astasia, etc., should be treated on 
the spot. Many of these pareses do not how- 
ever develop immediately, but they do have 
other symptoms, such as terror reactions. It 
is these cases which make up the bulk of the 
traumatic neuroses, and these are the ones 
on which early treatment as a form of pro- 
phylaxis is most essential. This is the type 
of case that threatens to jam the medical 
facilities, if each subject is to have individual 
treatment. This is a second problem on 
which much research must be done, with the 
end in view of devising methods for treating 
them in groups. However we must be guided 
by the experiences of the last war. Hasty 
methods were devised for treating these 
cases in bulk with hypnosis or faradic cur- 
rent. The results were immediately gratify- 
ing, for they seemingly recovered, but re- 
lapsed at the drop of a hat. Such methods 
must be ruled out. 

The program here recommended calls 
therefore for an organization for research 
and its implementation of a staff of psychi- 
atrists who can carry out recommendations. 
If such a program is not facilitated by the 
military and naval authorities now, it will 
have to be done later. To leave the whole 
problem of traumatic neuroses to be settled 
by compensation alone is to abandon a very 
large number of Americans to a pernicious 
and unrelenting disability, to deprive the 
community of their services, and to compel 
the community to pay dearly for an issue 
that is clearly a psychiatric responsibility. 
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RESPONSIBILITY FOR NEUROSES NOT OF 
TRAUMATIC ORIGIN 


Whereas there is little question concern- 
ing the public responsibility for traumatic 
neuroses precipitated by war experiences, the 
case is somewhat different for hysteria and 
compulsion neuroses aggravated by war. 
These, as is well established, depend on fac- 
tors in development long antedating their en- 
trance into service. I have never seen a 
hysteria or compulsion neurosis precipitated 
by war experiences that was not based on 
identifiable factors long in existence. These 
cases, when they have a traumatic syndrome 
superimposed on an old neurosis, are gen- 
erally of good prognosis. The traumatic syn- 
drome yields easily to treatment, even in 
chronic cases, but the underlying hysteria 
remains there just the same, unless the two 
become highly interwoven. Responsibility 
for such cases should be limited to the trau- 
matic syndrome. It would obviously be im- 
possible for the government to undertake 
treatment for the original neurosis. For 
those cases which develop psychosis of the 
customary type, schizophrenia and manic de- 
pressive psychosis, the same is true as for 
the hysterias. Strong efforts are being made 
to keep them out of the service, and this is 
by far the best solution, as it is difficult for 
the government to escape responsibility once 
the psychosis breaks out during service. 


CONCLUSIONS 


The major forensic issues are created by 
the most common emotional casualty of war, 
the traumatic neuroses. No economical ori- 
entation on these issues can be made with- 
out a workable conception of the psycho- 


pathology. This neurosis hits hard at a cer- 
tain aspect of the personality, namely the 
highly coordinated psycho-physical appara- 
tus for action, which becomes contracted in 
scope of effectiveness or inhibited. The pa- 
tient does not give up striving, but all his 
new attempts are based on his now shrunken 
resources. 

The issues of public interest are the re- 
duced capacity for work, the issue of com- 
pensation, and the prophylaxis and treat- 
ment of these conditions. Plans for treat- 
ment must be drawn on the known character- 
istics of the neurosis. It is a benign condi- 
tion in a large proportion of cases if treated 
early ; if it is permitted to consolidate it be- 
comes intractable. Therefore all effort 
should be made to prevent the neurosis from 
hardening in its early stages. Since the re- 
sults of hasty treatment in the last war led 
to such poor results, new researches must be 
conducted. 

Diagnostic criteria are definite and precise. 
No malingerer can simulate all of them, es- 
pecially if checked by Rorschach test. 

Incapacity for work and quest for com- 
pensation are consequences of reduced re- 
sources of the subject. Vocational retraining 
is based on a faulty conception of the disease. 

Compensation should be reserved only for 
cases who prove therapeutic failures after 
two years of constant application. 

The pathology and treatment of this neu- 
rosis is not a settled matter. A concerted 
effort on the part of all psychiatry is impera- 
tive to make the established facts about it 
generally known and to gather new facts. 
Research staffs and teaching staffs for those 
who will encounter early cases are imper- 

tive. 
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THE MENTAL HEALTH PROGRAM IN TENNESSEE * 


I. DeEscrIPTION OF THE ORIGINAL Stupy PRroGRAM 


II. Statistica, Report oF A SURVEY IN A RurAL County 


WILLIAM F. ROTH, JR., M.D? 
Franklin, Tenn. 
AND 
FRANK H. LUTON, M.D: 
Nashville, Tenn. 


INTRODUCTION 


The program to be described here had its 
inception in 1934 when the directors of the 
International Health Division of the Rocke- 
feller Foundation indicated a willingness to 
support a research and demonstration in the 
field of mental health. The Tennessee De- 
partment of Public Health, in cooperation 
with the Vanderbilt University School of 
Medicine, presented a plan of action which 
was accepted by the Foundation. A grant 
was made, and in 1935 the project was 
started. Its objectives were formulated as 
follows: 

1. To define the mental health problem 
in a representative rural community by de- 
termining the actual prevalence of mental 
illness and maladjustment. 

2. To inquire into causative factors un- 
derlying the mental illness and malad- 
justment encountered, giving especial atten- 
tion to any factors which might be peculiar 
to the rural environment. 

3. To appraise the assets and liabilities 
for mental health of the rural community: 
those affecting the individuals living in the 
community and those to be considered in 


1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Richmond, 
Va., May 5-9, 1941. 

From the Tennessee Department of Public 
Health. This project has been financed principally 
by grants from the International Health Division 
of the Rockefeller Foundation. 

2 Director, Williamson County Child Guidance 
Study, Tennessee Department of Public Health. 

8 Associate Professor of Psychiatry, Vanderbilt 
University School of Medicine and Consultant, 
Williamson County Child Guidance Study, Tennes- 
see Department of Public Health. 
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planning a program of mental hygiene 
activities. 

4. To outline and to demonstrate prac- 
tical methods of incorporating mental health 
procedures in the work of existing rural pub- 
lic health agencies. 

The present paper reviews the organiza- 
tion of the project, the plan of research and 
the procedures employed. It also presents 
the results attained in the attack on the first 
of the objectives enumerated above, viz., the 
definition of the problem. 


PART I. DESCRIPTION OF THE 
ORIGINAL STUDY PROGRAM 


Williamson County, Tennessee, was se- 
lected as the area in which to carry on the 
study because it was a representative rural 
county and offered specific advantages for 
research of the sort contemplated. To be 
mentioned specially among these advantages 
are its relatively stable population and its 
convenient proximity to Nashville and the 
facilities of Vanderbilt University Hospital. 
Probably the most important asset, from the 
point of view of the study, is its county 
health department which has been in active 
operation since 1921, making contacts in a 
large proportion of the homes and in all the 
schools, and generally enjoys the confidence 
and good will of the people. 

The county is situated near the geographi- 
cal center of the State. It is 586 square miles 
in area with a population * in 1930 of 22,845, 
77 per cent white and 23 per cent negro. It 
is one of the most prosperous rural coun- 


*The population in 1940 was 25,220, according 
to the Federal census. 
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ties of Tennessee and in comparison with 
rural counties of the nation as a whole ranks 
in wealth as average or slightly above the 
average. Agriculture is by far the predomi- 
nant industry; 70 per cent of gainfully em- 
ployed males reported in the 1930 -ensus 
were engaged in agricultural pursuits. The 
county is classified as a general farming area. 
The chief agricultural products raised for 
cash income are, in order of importance, 
dairy products, tobacco, grain and livestock. 
There is a small amount of manufacturing 
which gives employment to approximately 
500 persons. Three main north to south 
highways, a network of secondary roads and 
twe ilroad lines provide adequate transpor- 
tation and communication facilities. Frank- 


Fic. 1—Map of Williamson County, Tennessee. 
(Shading indicates the areas selected for special 
study. ) 


lin, the county seat and only incorporated 
town, is situated almost exactly in the center 
of the county, 18 miles south of Nashville 
on U. S. Highway 31. The map in Fig. 1 
shows these features and relationships. 

The age distribution of the population is 
slightly atypical, in that there is an excess 
of persons under 25 years of age and a small 
deficiency of persons between the ages of 
25 and 45 years, in comparison with the 
age distribution of the United States. Prac- 
tically 100 per cent of the population is 
native born, the whites being predominantly 
of English and Scotch-Irish extraction. 

The Child Guidance Study was established 
as a unit of the State Department of Public 
Health, operating under the administrative 
supervision of that department and receiv- 
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ing the cooperation and assistance of the 
Vanderbilt University School of Medicine. 
Physically and functionally it has operated 
as a part of the county health department 
and has been regarded as such by the com- 
munity. 

The personnel consisted of two psychi- 
atrists, two social workers, a_ psychiatric 
nurse and a secretary; one of the psychia- 
trists acting as director, the other serving 
in an advisory and consultant capacity. Al- 
though the social workers and the psychi- 
atric nurse came to the work with different 
backgrounds of training and experience, 
their duties were exactly the same. They 
will hereinafter be referred to as “field 
workers.” § 


MetTuHops oF STupDy 


Case Finding.—Actual work in the field 
was started September I, 1935. It seemed 
that the logical first step would be to find 
out what cases were regarded by the people 
of the community as presenting mental health 
problems. Therefore, staff members began 
by acquainting themselves with the various 
individuals and agencies whose cooperation 
was essential. As a result of these contacts 
nurses, physicians, teachers and others in 
key positions began to refer cases. In this 
introductory work the identification with the 
county health department was of tremendous 
value. It made it possible for the workers 
to cover the county quickly and thoroughly 
through visiting schools where health clinics 
were being held and visiting homes in com- 
pany with nurses or the county health officer. 
A detailed account of this case finding phase 
of the research and its ultimate development 
will be given in the second part of this paper. 

The Testing Program.—A\fter an orienta- 
tion period of a few months, the research 
program was amplified by the addition of 


5 At present, all the field workers have had train- 
ing in nursing as well as varying degrees of 
training and experience in psychiatry and psychi- 
atric social work. Since the beginning of the 
program there have been some changes in personnel 
and temporary additions of other workers for 
special purposes have been made. The statistical 
service of the State Department of Public Health 
has been available to the project at all times and 
additional statistical assistance has been rendered 
by the Rockefeller Foundation, 
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two other lines of investigation. The first 
of these was a testing program which called 
for the testing by group tests of all children 
in the county between the ages of 6 and 14 
years as of September 1, 1936.° A detailed 
description of this phase of the study, which 
has now been completed, will be given in 
subsequent publications. 

The Intensive Survey.—The second addi- 
tion to the study program was a special sur- 
vey of an unbiased sample of the total popu- 
lation of the county in which every individual 
regardless of the presence or apparent ab- 
sence of psychiatric problems would be 
studied as thoroughly as possible.?- Inasmuch 
as it was not possible to get a random sample 
of the population of the entire county, our 
sample was obtained by taking the popula- 
tion of three separate rural districts (cf. 
Fig. 1) to which is added a strictly random 
sampling of the urban population. This 
group, comprising about 15 per cent of the 
county’s population, represents a fair cross 
section of the county in terms of racial com- 
position, economic status and culture. 

This particular project, which we desig- 
nate as the “intensive survey,” began in 1936 


6 This activity was projected for the following 
reasons: (1) it involved dealing with all the 
children of the county regardless of whether they 
seemed to present behavior problems or not, thus 
tending to avoid giving the impression that the 
study was concerned with only the abnormal or 
pathological; (2) it paved the way for widespread 
visiting, providing a rational entrée to a great many 
homes, where information had to be obtained 
from parents; and (3) it was anticipated that the 
results of the testing would constitute a valuable 
addition to the general picture of conditions in the 
county by indicating the extent of mental retarda- 
tion, and that the results would also provide supple- 
mentary data on individuals who had been referred 
or might be referred in the future. 

7 This survey was undertaken for the following 
reasons: (1) only through a study of every indi- 
vidual in a population can accurate prevalence 
statistics be obtained, especially with respect to the 
milder problems which are not likely to stand out 
as problems in the community; (2) it would be 
impossible to study every family in the county; 
(3) the survey would make available an unselected 
population which could be used as a source of 
random samples for researches on special topics; 
(4) the foundation provided by such a survey 
would offer great possibilities for future studies 
of causative factors underlying poor mental health, 
particularly because it provides a normal control 
group for comparison. 


with the selection of the districts to be 
studied. Since that time special attention 
has been given to the population resident in 
these areas. The field workers have located 
all the dwellings, which they spotted on 
large-scale maps, and through frequent visits 
they have made the acquaintance of all the 
families. Since September 1, 1940, they have 
been enumerating all individuals resident in 
the selected areas on that date, which has 
been taken as the census date for the defini- 
tion of the population sample. 

Although this phase of our study is still 
we mention it here 
because we believe that from it may ulti- 
mately be derived the most significant re- 
search contributions of our entire program. 
We hope that it will be duplicated by similar 
studies in other parts of the country. 


only in its beginning, 


GENERAL REMARKS ON PROCEDURE 


The general line of procedure has been 
to assign to each field worker a definite ter- 
ritory—roughly one-third of the county—in 
which she had the responsibility of becoming 
acquainted with the people and with the men- 
tal health conditions in the area as rapidly 
and as thoroughly as possible. Specific duties 
included regular visiting in the schools (aver- 
age 30 schools per worker) and interview- 
ing teachers, also maintaining’ contact with 
other persons (such as rural storekeepers 
and leading farmers) and with public health 
nurses working in the assigned district. To 
each field worker was assigned the special 
intensive survey district situated in her sec- 
tion of the county. The same division of 
the county was followed as closely as cir- 
cumstances permitted in assigning responsi- 
bility for conducting the psychological test- 
ing in schools and at homes and for obtain- 
ing collateral information from parents 
through home visits. While the amount of 
each type of visiting varied from time to 
time according to the phase of the program 
currently being stressed, the case finding ob- 
jective was constantly kept in the fore- 
ground. Individuals that had been referred 
as problem casés were interviewed when- 
ever possible. 

The director has carried parallel responsi- 
bility for field work, generally throughout 
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the county in connection with contacts with 
health department physicians, practicing phy- 
sicians, county officials and other key people, 
and specifically in certain sections (including 
the town of Franklin) in connection with 
the testing program and the intensive sur- 
vey. The consultant has made occasional 
field trips, in addition to participating in the 
weekly staff conferences and carrying out 
a liaison function with the Vanderbilt Uni- 
versity Hospital and outpatient department. 

The most particular attention has been 
given to the matter of establishing the best 
possible rapport with the community. This 
was no easy task in view of the fact that 
the study was in the beginning primarily in- 
terested in the collection of information and 
was not offering any special services, the 
only services being merely incidental to the 
case finding work in the form of consulta- 
tions given to physicians, a few remarks and 
suggestions by a field worker when a case 
was referred by a teacher or nurse, and oc- 
casional talks to groups of teachers, pupils 
or parents. There was no studied attempt 
to educate along mental health lines because 
our first aim was to see the problem through 
the eyes of the community, rather than in 
the light of mental hygiene doctrine. ' The 
testing program was regarded by the people 
as something in the nature of a service al- 
though test results were given out only on 
request and then with reservations. In the 
last analysis, the main asset of the study— 
in terms of evaluation by the community— 
probably was its close identification with the 
county health department and the services 
rendered by that organization. 

To counterbalance the negative effect of 
the situation just described, special emphasis 
was placed on the participation by staff mem- 
bers in the ordinary everyday life of the com- 
munity. Such activity not only aided in 
building up rapport and gathering informa- 
tion, but was also considered distinctly bene- 
ficial to the members of the staff who, by 
virtue of their concentration in a special 
field of technical activity, had inevitably 
undergone a narrowing of interests and out- 
look. Furthermore, in their participation in 
the general activities of the community, staff 
members were encouraged to play an active 
role in all undertakings which promised to 


be of positive mental hygiene value from 
the long term point of view. Among the 
community projects receiving particular at- 
tention were the development of recreational 
facilities and the establishment of a free pub- 
lic library. Wherever it was feasible, sup- 
port was given to other constructive move- 
ments bearing on the social structure of the 
community. Stevenson(1) has pointed out 
that the potentialities of a mental hygiene 
program are ultimately limited by the state 
of development of the various social agen- 
cies and institutions of a community. It was 
with this fact in view that we espoused the 
promotion of constructive community enter- 
prises as a fundamental activity of mental 
hygiene and one which, at the same time, 
did not alter the current mental health situ- 
ation we were attempting to portray. 


PART II. STATISTICAL REPORT OF A 
PSYCHIATRIC SURVEY IN A 
RURAL COUNTY 


The appraisal of the total mental health 
problem in a community is a difficult task, 
yet one that demands attention. Actually, 
very little is known regarding the prevalence 
of conditions of mental ill health, particu- 
larly in rural areas. Statistics concerning the 
prevalence of psychosis are based largely on 
institutional data, which give no information 
on the number of psychotic individuals not 
hospitalized and obviously can give no indi- 
cation of the prevalence of the great variety 
of minor psychiatric conditions in the gen- 
eral population. The records and experience 
of many social agencies give us a hint as to 
the proportion of the population more or 
less disabled, by mental disorders, for use- 
ful participation in social life. A few visits 
with a public health nurse on her rounds give 
one an appreciation of the many problems 
that cry out for recognition and treatment. 
Numerous clinical observers have given esti- 
mates of the frequency with which disabling 
physical conditions based on psychic dis- 
orders crop up in general medical practice. 
Yet, as Winslow(2) has aptly indicated, it is 
almost impossible to find a definite state- 
ment of the sum total of mentally condi- 
tioned disorder and disability in the popula- 
tion. We need precise information and it 
should be translatable in terms of personal 
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and social effectiveness—physical disability 
and occupational inefficiency, poverty and 
relief, maladjustment and law violation, 
thwarted drives and capitalistic domination 
or labor unrest. The interests of social eff- 
ciency demand that the total mental health 
problem be evaluated. 

The problem of psychiatric appraisal of 
the general population has received the atten- 
tion of research workers for some years, 
particularly in Germany, where various 
methods for obtaining an unbiased sampling 
or cross section of the population have been 
employed. A common procedure has been 
to study the blood relatives of a series of 
index cases which were readily available and 
seemed to have no “loading” of psychopathy. 
Luxenburger, for example, used the mar- 
riage partners of 100 paretic patients as his 
probands, while Schulz took a random series 
of 100 general hospital patients. Another 
method has been to make a survey of all 
persons resident in a given area. This 
method has the advantage that factors in- 
herent in the situation greatly facilitate the 
research; the subjects of the study are in 
a compact group and information can be 
amassed readily from the records of insti- 
tutions and agencies, and from physicians, 
teachers, officials and others in the neighbor- 
hood. To us this seems the method of choice, 
provided the community studied is repre- 
sentative. Outstanding examples of this type 
of study are the surveys in the Bavarian 
Allgau and in the Rosenheim area, reported 
by Brugger(3, 4), and those of the Eastern 
Health District of Baltimore, recently re- 
viewed by Lemkau and Tietze(5). The 
studies in the Canton of Appenzell ( Ausser- 
Rhoden), Switzerland, reported by Kol- 
ler(6), while not strictly comparable should 
be mentioned in this connection. We are not 
yet able to present statistics based on a com- 
plete, person-by-person survey. Neverthe- 
less, the survey we now report is comparable 
in many respects to those mentioned and 
does represent another step toward the evalu- 
ation of the total mental health problem in 
a community. 


CasE FINDING PROCEDURE 


Sources of Referral Cases.—In the be- 
ginning our plan was to ascertain what men- 


tal health problems were recognized as such 
by the rural community itself. Hence, in 
starting the survey, members of our staff 
made the acquaintance of health depart- 
ment workers, practicing physicians, school 
teachers and other key people in the com- 
munity, visiting with them at their meetings 
and individually, explaining the objectives 
of the project and soliciting their coopera- 
tion in referring cases that seemed to present 
mental health problems. The response was 
favorable. Large numbers (though not all 
types) of cases were referred. Later, as 
staff members became familiar with the com- 
munity they found many additional cases. 
It soon became apparent that if referrals by 
our own staff could be included, we would 
be in a position to make a fairly good preva- 
lence study of the community. Therefore, 
the original plan was modified so as to per- 
mit the inclusion of cases referred through 
any of the following sources: 

1. Practicing physicians. 

2. Health Department physicians 

3. Health Department nurses. 

4. School teachers. 

5. Court officials. 

6. Welfare Department workers, ministers and 
other persons holding key positions in the 
community. 

Staff members, who reported cases found in the 
following ways: 

a. In the records of mental institutions, state 
penal institutions,® special state institutions 
and agencies,? and the County Farm. 

b. Direct observation of, or conversation with, 
the individual referred. 

c. Report of a parent of the individual referred. 

d. Report of others well acquainted with the 
individual referred. 

e. Hearsay or gossip. 


NI 


The referral of new cases and the collection 
of additional data on old cases have con- 
tinued routinely since the start of the sur- 
vey, through regularly maintained contacts 
with all available sources of information. 

Criteria for Referral—Our general rule 

8 Time and personnel limitations, plus the fact 
that records are kept in a way that makes it difficult 
to use them for purposes of accurate study, made 
it seem inadvisable to attempt an analysis of the 
records of the local courts and jails. 

® The Tennessee Industrial School (for children 
lacking proper guardianship), the state schools for 
the blind and for the deaf and the files of the 
Crippled Children’s Service of the State Depart- 
ment of Public Health. 
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was to include in the series all cases that 
would be referred to (or would be eligible 
for referral to) a mental hygiene clinic if 
there were one in the county, and special 
types of cases that presented conditions of 
interest for psychiatric research. Specifi- 
cally, the following types of cases were 
referred: 


A. Mental Disorders, Personality and Behavior 
Problems: ranging from the major psy- 
choses to behavior difficulties in school 
and training problems of childhood. All 
cases committed to state penal institutions 
were arbitrarily included as representing 
the most serious types of social malad- 
justment, although in most cases specific 
psychiatric findings were not available. 

B. Mental Deficiency: all cases of mental de- 
ficiency not included in the above group; 
t.e., those not complicated by behavior 
or adjustment problems. 

C. Organic and Miscellaneous Cases: 

1. Environmental—cases in which unfavorable 
factors arising out of the environment 
(home conditions, physical defects from 
injury, etc.) created the potentialities for 
mental health problems, though none was 
currently known to exist. 

2. Constitutional—cases with constitutional 
factors of interest to the psychiatrist 
(endocrine abnormality, allergy, mi- 
graine. 

3. Special Conditions—cases of neurological 
disorders; cases of general systemic dis- 
eases which often have psychiatric correla- 
tions (e.g., poliomyelitis, pellagra) ; other 
cases of special conditions which seemed 
likely to be of interest for possible future 
researches. 


THE ANALYSIS OF DATA ON REFERRAL 
CASES 


It was decided to use the material on this 
series of referral cases as a basis for a one- 
day prevalence study of mental health prob- 
lems in the county. Therefore, a census date 
(September 1, 1938) was selected and a 
survey planned to ascertain the status on 
that date of all individuals referred. A 
code was constructed for the tabulation (on 
an 80-column punched card) of the data 
on each case. The main items covered by 
the code were: identifying data, residence, 
source of referral, and complaint problem 
at time of referral; facts regarding institu- 
tionalization, appraisal of intelligence, eco- 
nomic status, mental ill health in the family, 
home and family relationships ; the number 


of interviews or examinations by staff mem- 
bers and an estimate of the adequacy of the 
study of the case; the status of the case on 
the census date and the final or “life diag- 
nosis,” which set forth the personality or 
adaptation problems known to have existed 
during the lifetime of the individual. It is 
not possible to present the entire code here, 
but a few of the most important headings 
and their uses will be explained. 


Institutionalization—In every case it was re- 
corded whether the individual had been in an 
institution prior to the beginning of the survey 
(on September 1, 1935), during the period of the 
survey or on the census date (September 1, 1938) ; 
and the type of institution was indicated. Provision 
was made for indicating the status of every mental 
hospital case. Data in regard to hospitalization 
status were recorded for each year of the survey 
so that the movement of the county’s mental hospital 
population could be analyzed. 

Intelligence—An evaluation of the intelligence 
of the individual, based on tests or estimates, was 
recorded wherever possible. For this purpose the 
findings of the psychological testing program were 
utilized. In every referral case where the individual 
had been tested in the school testing program, the 
results of the test were transferred to the case 
record. In addition there was a small group of 
cases in which individual tests had been ad- 
ministered. 

Life Diagnosis—Twelve columns of the code 
were reserved for a general personality description 
which, for the sake of brevity, we have called the 
“life diagnosis.” A special subcode of 91 diagnostic 
terms was made to facilitate the tabulation of this 
description. The diagnoses were arranged by cate- 
gories, which were ranked (as far as possible) 
according to severity, from the psychiatric point 
of view, ranging from “normal individual” to the 
severe mental health problems (psychosis and 
neurosis). As many as six of these diagnoses 
could be given to each case. The diagnosis with 
the highest number (generally representing the 
most severe adaptation problem in the life-time of 
the individual) was arbitrarily designated as the 
“primary diagnosis” and given first place, with 
the additional diagnoses following in descending 
order according to the code.1° As a general rule 
individuals who had had psychoses did not carry 
the diagnosis of neurosis among their additional 
diagnoses but fairly often they had some diagnosis 
referring to criminal activities or to alcoholism and, 
if the information had been recorded, other diag- 
noses referring to neurotic traits and personality 
peculiarities which might have been evidenced either 
before or after the emergence of the psychosis. 

Social Diagnosis——Inasmuch as the referral series 
included a wide variety of cases with varying types 
and degrees of descriptive material, and it was 


10 Cf. Table VII, p. 673. 
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not possible in every case to assign a diagnosis 
in psychiatric terms, we tried the experiment of 
classifying our cases according to the single cri- 
terion of adequacy of adjustment in the life situa- 
tion. To designate classification by this criterion 
we coined the term “social diagnosis.” 

The method of rating the cases according to 
social diagnosis was quite simple. Cases finally 
diagnosed as presenting “active” problems, .e., 
mental disorders, personality and behavior prob- 
lems (cf. group A under “Criteria for Referral” ) 
were graded as “severe,” “moderately severe,” or 
“mild,” according to the magnitude of the problem. 
In addition, within each of these categories there 
was a subdivision into “social” and “personal” 
problems. Cases finally diagnosed as presenting 
no active problems were classified according to 
the type of handicap or potential problem present 
(cf. groups B and C under “Criteria for Referral’ ) 
or else under the heading, “No Known Problem.” 

This system of classification proved so workable 
that we have retained it and have used it as a 
means of depicting the amount of maladjustment 
or “activity” represented by our entire series of 
cases. The method has the advantage that it makes 
possible the grouping of divergent types of cases, 
of individuals of all ages, on a single scale and 
ranked more or less in order of severity from the 
point of view of importance to the community. 


Each one of our referral cases present 
was given a social diagnosis as of the census 
date, September 1, 1938." Naturally, with 
only a small staff and with a large series of 
cases to be followed, several months were 
necessary to obtain information on the status 
of referral cases. Homes were visited and 
information was accumulated from all pos- 
sible community sources and from records. 
The files of the welfare office, the county 
health department, the local tuberculosis re- 
search project, and all records collateral to 
our study were utilized. A spot map was 
prepared, showing the location of residence 
of every referral subject on the census date. 
A complete account of the results of the 


11Tt was not always possible to state exactly 
what the condition of a person was on this specified 
day and it was necessary to take into consideration 
the adjustment of the individual during the period 
immediately preceding the date. A chronic chicken 
thief, for example, who had previously been con- 
victed and sent to the penitentiary but was out in 
the population at the time of the census, was classi- 
fied as still a severe social problem if his record 
showed that he had been periodically repeating his 
offenses, getting into the minor courts and receiving 
short sentences during the months just prior to 
the census date. Likewise, a mentally ill person 
was classified according to the information of the 
date nearest the census date. 
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analvsis of all the data coded on our entire 
referral case material would be beyond the 
scope of this paper. We shall describe here 
the main findings of psychiatric interest in 
regard to the referral cases ascertained to 
be present in the population on September 1, 
1938, giving the general classification and 
grouping according to the life diagnosis and 
according to the social diagnosis, which lat- 
ter portrays the status of the cases on the 
census date and thus gives us a basis for 
certain prevalence statistics. 


THE STATIS OF REFERRAL CASES ON 
SEPTEMBER I, 1938 


It was found that 1721 (86.1 per cent) of 
the 1999 individuals referred were resident 
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Fic. 2.—Distribution of referral cases on 
September 1, 1938. 


in the county on September I, 1938; I91 
(9.6 per cent) had moved from the county ; 
33 (4.2 per cent) had died, and the where- 
abouts of 4 (0.2 per cent) could not be 
ascertained. From this point on our discus- 
sion will be confined to the 172I persons 
resident in the county on the census date. 

We evaluated the adequacy of the infor- 
mation on which the diagnosis of these cases 
was based. In 1157 cases (67.2 per cent) 
the information was considered adequate, in 
488 cases (28.4 per cent) reasonably ade- 
quate, and in 76 cases (4.4 per cent) inade- 
quate for an accurate appraisal of the cases. 
One or more members of the staff had inter- 
viewed or examined 955 (55.5 per cent) of 
the persons in the group ; 766 (44.5 per cent) 
were not examined or interviewed. 
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The distribution of these persons over 
the county is shown in Fig. 2, which indi- 
cates the rates per 1000 population for the 
23 civil districts (which are also census 
areas). The three rural districts with the 
highest case rates are areas which have been 
subjected to special study ?? but otherwise 
represent a fair cross section of the county’s 
population. The case rate for these three 
civil districts which are included in the in- 
tensive survey areas was 123.7 per 1000 
population. The case rate for the remainder 
of the county was 64.5 per 1000 population. 
The case rate for the entire county was 69.4 
per 1000 population.** 

Of the 1721 persons in the group, 995 
were males and 726 were females (78.7 per 


school-age group and the low rate for the 
colored population are explainable on the 
basis of differences in reporting. 

Table II shows the classification of the 
cases according to the primary diagnosis, 1.e., 
the first diagnosis assigned in formulating 
the life diagnosis. Here we have an indica- 
tion of the sort of people who made up the 
group. For example, we see that 156 per- 
sons had (on the census date) or had had 
psychoses, 99 had or had had psychoneu- 
roses, 414 presented conduct or behavior dis- 
orders at one time or another, and so on 
down the list. The small number of neurotics 
is remarkable; undoubtedly it reflects a de- 
ficiency in the reporting of this type of case 
by physicians, plus the fact that institutional 


TABLE I 
AcE DISTRIBUTION OF REFERRAL CASES WITH RATES PER 1000 POPULATION, SEPTEMBER I, 1938, BY COLOR 
Total White Colored 

Age group No. Rate No. Rate No. Rate 

1721 69.4 1480 77.6 241 42.1 

690 25.5 64 30.3 5 8.4 

224 74.6 203 88.3 21 29.8 

335 114.3 204 132.5 4I 57-7 

421 87.5 357 99.3 64 52.5 

192 63.2 145 61.5 47 69.0 

169 64.1 147 71.0 22 38.8 

147 61.4 137 74.6 10 17.9 

85 44.7 69 46.1 16 39.7 

51 53.9 44 58.8 7 35.4 
75 years and OVEF......ceee. 28 64.7 20 58.3 8 88.9 © 


1000 and 59.7 per 1000 population, respec- 
tively) ; 1480 were white (case rate 77.6 per 
1000 population) and 241 were colored (case 
rate 42.1 per 1000 population). The age dis- 
tribution of the entire group is shown in 
Table I. This table also gives case rates for 
the different age groups, showing a low rate 
for the pre-school group, rates much above 
the average in the school-age group, and a 
fairly even distribution among the other age 
groups. The relatively high rates in the 


12 Cf. “The Intensive Survey” in Part I of this 
paper. 

18 Four districts showed case rates considerably 
below the average for the county. These districts 
are all at the periphery of the county where the 
people make more use of medical facilities in 
adjacent counties and are generally less thoroughly 
identified with the interests and activities of 
Williamson County, than are the residents of the 
central portion. 


records were of little assistance in finding 
cases of neurosis. In 203 cases, mental de- 
ficiency without evidence of behavior dis- 
order was the outstanding feature. In regard 
to the sex distribution of the 1721 cases it 
should be stated that the great excess of 


TABLE II 


PriMARY DIAGNOSIS OF REFERRAL CASES PRESENT 
ON SEPTEMBER I, 1938, BY COLOR 


Primary diagnosis Total White Colored 
Psychoneurosis .......... 99 93 6 
Conduct and behavior dis- 

Psychopathic traits ....... 186 168 18 
Special personality type.... 335 303 32 
Mental deficiency ......... 203 169 34 


Organic or miscellaneous 
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SS 
S 


6 
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males in the “conduct and behavior disorder” 
category is mainly responsible for the in- 
equality in the totals for the sexes. Smaller 
but noteworthy sex differences were found 
in some of the other diagnostic groups. 
Males outnumbered females in the “psy- 
chosis” (89 males, 67 females) and “mental 
deficiency” (117 males, 86 females) groups, 
while females outnumbered males in the 
“psychoneurosis” (39 males, 60 females) 
and “psychopathic traits” (71 males, 115 fe- 
males) groups. These figures on diagnostic 
classification, it must be emphasized, do not 
tell us anything about the state of affairs 


‘found. 


addition, 105 more were in need of care in 
a mental hospital or school for the feeble- 
minded. The mental hospital rates for the 
white and colored populations were practi- 
cally the same. The number of persons in 
the community who were formerly patients 
in mental hospitals, 67, seems rather small. 
It is probable that all such cases were not 
The higher rate for white persons 
discharged from mental hospitals is due in 
part to the fact that a considerable number 
of white persons had spent short periods in 
a private institution. Only six persons (0.2 
per 1000 population) were in the State 


TABLE III 


STATUS OF REFERRAL CASES IN REGARD TO INSTITUTIONALIZATION WITH RATES PER 1000 POPULATION, 


SEPTEMBER I, 1938, BY COLOR 
Total White Colored 
institutionalization No. Rate No Rate No. Rate 
81 3.3 57 3.0 24 4.2 
52 2.1 30 2.0 13 2 
School for feebleminded............... 6 0.2 6 0.3 “ns 
Prison or reform school............... 17 0.7 6 0.3 II 1.9 
Eligible for institutionalization............. 105 4.2 83 4.4 22 3.8 
48 * 1.9 4I 2.1 7 1.2 
School for feebleminded............... 577 2.3 42 2.2 15 2.6 
Previously in institution................0.. 210 8.5 167 8.8 43 7.5 
7t 2.7 59 3.1 8 1.4 
School for feebleminded............... 38§ 0.1 3 0.2 
Prison or reform school...........000 7 3.1 43 2.3 33 58 


* Includes six former mental hospital patients (one of whom was in a special institution on September 1, 1938); also 


includes one former inmate of a special institution. 


+ Includes three former mental hospital patients (one of whom was in a special institution on September 1, 1938); also 
includes two former inmates of a special institution and one former inmate of reform school. 

t One individual also a former inmate of a special institution; another also a former inmate of prison. 

§ Two of these also inmates of a special institution (County Farm). 


on our census date beyond the fact that indi- 
viduals with the indicated life histories be- 
longed to the population at that time. 

The status of some of the more serious 
cases is shown in Table III, which gives 
data on persons in institutions on the census 
date, those adjudged eligible for mental insti- 
tutions ** and those who had previously been 
in institutions. One notes that 81 persons 
(3.3 per 1000 population) were in the insti- 
tutions surveyed. Of this total, 58, or over 
70 per cent, were in mental institutions. In 


14 Due to obvious difficulties involved and lack 
of time, mo attempt was made to enumerate the 
persons eligible for penal and special institutions. 


School for the Feebleminded. The finding 
that most of the markedly retarded persons 
were outside of institutions illustrates the 
well known fact that facilities for the care 
and training of the feebleminded are quite 
inadequate. There is no institution for the 
colored feebleminded in Tennessee. 

The mental hospitalization rate for the 
county is relatively low (2.1 per 1000 popula- 
tion), but if the number of persons eligible 
for hospitalization is added, a rate almost 
twice as high (4.0 per 1000 population) is 
obtained. As Table IV shows, this rate still 
falls far short of the rates of hospitalization 
in areas where facilities are better developed, 
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and suggests the possibility that we had not [ ge 
found all the psychotic individuals in our nas = 
population.*® 
In Table V we show the activity status on -§ 
an 
the census date of all the referral cases, using Rie 
our social diagnosis scale to indicate the de- 2] %8 
gree of severity of the mental health or iS e 
particular time. According to our arbitrary 
procedure for classification by this scale, any = 818 . 
person known to present a behavior adjust- = | 
ment problem was classified in one of the 
first six groups ranging from “severe social ws ‘i 
to “mild personal”; hence, all cases falling ge 
in those groups may be considered as “active” 
in s decree. Persons witl 1 defi- o ¢ 
in some degree. Persons with mental de = 
o re 
PA 
NUMBER OF PATIENTS IN MENTAL HoOsPITAL IN A« 
CERTAIN AREAS * AND THOSE IN AND ELIGI- 
BLE FOR MENTAL HosPiITALs IN WILLIAMSON 5 "" 
County, 1938, WITH RATES PER 1000 PoPULA- 
TION 
om 
Cases Population Rate < 
United States ....... 490,879 130,112,785 3.84 3223 
Massachusetts ....... 26,751 4,304,077 6.21 & +) 
Williamson County 52, 24,804 2.10 + 
> 6 
Williamson County = 6 a 
In and eligible for < Te 
mental hospital. 100 24,804 4.03 
* Data for United States, Massachusetts, New York, and S Age wv 
Tennessee from Bureau of Census Vital Statistics—Special = 
Reports, Vol. 9, No. 48, given for patients in mental hos- * 
pitals at the beginning of the year. Williamson County data n e_& 
tor September 1, 1938. AN =) 
2 
ciency who were making adequate adjust- x 
ment to their environment were classified as i 
inactive, along with cases presenting = 
special situations or characteristics or no 
known problem. To illustrate, let us take 
the group in the “psychosis” classification, zZ so... 5 
the 156 persons known to have had psy- < cs tte 
choses ** at some time in their lives. Of 
gi iis 
15 This was indeed the case. Since September 1, = :y :§ 
1938, four persons have been found who were in 
the county on that date and, in all probability, were . 
psychotic (schizophrenic). Two of these were s 
discovered among Selective Service registrants. 
16 These 156 individuals were divided among the $3 
various diagnostic groups as follows:  schizo- 
. . . 
phrenia, 43; affective psychoses, 41; senile psy- 
choses, 23; general paresis, 4; psychosis with 22 
alcoholism, 7; other organic states, 8; psychosis 
with mental deficiency, 15; psychosis with epilepsy, PRS 
3; post-traumatic psychosis, 2; undiagnosed psy- Be BaOunaO 


Rate 
4.2 
2.3 
1.9 
3.8 
1.2 
2.6 
75 
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these, 62 (including 23 with schizophrenia, 
14 with affective psychoses and 10 with 
senile psychoses) were classified under 
“severe social” by virtue of the fact that 
they were in mental hospitals or else were 
creating problems in the community where 
they lived; 37 (including six with schizo- 
phrenia, four with affective psychoses and 
nine with senile psychoses) were classified 
under “severe personal” because they were 
psychotic but not creating problems outside 
their own homes and immediate family 
circles ; the 16 with moderate personal prob- 
lems were handicapped and partially inca- 
pacitated (as by a mild degree of depression 
or paranoid attitude) ; the six classified as 


Finally, 32 of this group were getting along 
normally, without symptoms or special 
handicaps as far as we were able to 
ascertain. 

Taking the group as a whole, we note that 
QI4 cases (53.1 per cent) were classed as 
“active” while 807 (46.9 per cent) were 
considered “inactive,” with no problem of 
any sort in evidence in 189 (11.0 per cent) 
of the cases. It is a fairly common practice 
in reporting psychiatric surveys to include 
the feebleminded. If our “inactive” men- 
tally retarded are added to the “active” cases, 
a total of 1158 cases is obtained, giving a 
rate of 46.7 per 1000 population. The rate 
for the “active” cases alone was 36.9 per 


TABLE VI 
REFERRAL CASES BY SOCIAL DIAGNOSIS WITH RATES PER 1000 POPULATION, SEPTEMBER I, 1938, BY COLOR 
Total White Colored 
Social diagnosis No. Per cent Rate No. Rate No. Rate 
Active 

Severe social problem............. 173 10.1 7.0 128 6.7 45 7.9 
Severe personal problem........... 113 6.6 4.6 103 5.4 10 7 
Moderate social problem........... 49 2.8 2.0 44 2.3 5 0.9 
Moderate personal problem......... 269 15.6 10.8 241 12.6 28 4.9 
Mild social problem............... 61 << 2.5 52 2.7 9 1.6 
Mild personal problem............. 249 14.5 10.0 230 12.1 19 3.3 

Inactive 
244 14.2 9.8 202 10.6 2 7.3 
Environmental handicap ........... 219 12.7 8.8 188 9.9 31 5.4 
Constitutional handicap ............ 48 2.8 1.9 43 2.3 5 0.9 
re 107 6.2 4.3 89 4.7 18 3.1 
No known problem................ 189 11.0 7.6 160 8.4 29 5.1 


presenting mild problems were getting along 
fairly well but at the same time were defi- 
nitely not normal; the one man under the 
heading of “mental deficiency” seemed 
completely recovered from his psychosis but 
still had the handicap of his original inferior 
intellectual endowment; likewise, another 
individual was still living under very un- 
favorable environmental conditions, while 
still another retained the abnormality of 
endocrine constitution that had been a factor 
in producing her psychosis, and thus re- 
mained a potential mental health problem. 


chosis, 10. Although the schizophrenic and affective 
groups had practically the same number of cases, 
the number (29) in the schizophrenic group who 
were psychotic on the census date was 1.6 times 
the number (18) in the affective group who were 
psychotic at that time. 


1000 population, as will be seen from 
Table VI, which shows the classification ac- 
cording to social diagnosis, with rates. 
Among the “active” cases, approximately 
equal numbers were graded as “severe” 
(286), “moderate” (318), and “mild” (310). 
The “social” problems outnumbered the 
“personal” among the most severe cases, but 
were far less numerous in the “moderate” 
and “mild” grades. Although the rate for 
referrals of all types was much lower for 
the colored population than for the white, 
the rate for “severe social” problems in the 
colored population was higher. The princi- 
pal difference between the sexes, in terms of 
social diagnosis, was that the aggregate rate 
for all grades of “social” problems among 
the males was 16.0 per 1000 population, as 


PRI 


Tot 
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ong compared with 6.7 per 1000 population TABLE VII—Continvep nee 
cial among the females. No. of atc! 
to In Table VII is given the complete list 
PsyYCHOPATHIC Traits, Total... 186 370 
that TABLE VII Aggressive type ............. 7 24 
as PRIMARY DIAGNOSIS AND TOTAL OF ALL DIAGNOSES 15 32 
GIVEN REFERRAL CASES PRESENT ON porto adder contro! 16 
: t) SEPTEMBER I, 1938 Feeding problems and gastro- 
- Total intestinal difficulties ....... 14 26 
tice No. of Pm Hypochondriacal type ........ I 4 
rimar 
jude Primary diagnosis Hyperkinetic type 9 
1en- 1721 4159 Hysterical type 14 23 
ees 156 158 Cyclothymic type ............ 2 9 
Schi 43 45 Nail biting and thumb sucking. 11 21 
ig a Nervous irritability .......... 38 69 
Affective psychosis .......... 4! 4! 
rate Obsessive type ...........0.. I 
42 42 “Poor stuff” t 3 Ps 
per Psychosis with mental defi- co. 
ciency ........ 15 15 I 8 
Psychosis with epilepsy....... 3 3 
Undiagnosed psychosis ....... 10 10 
Rate PsycHONEuROSIS, Total ........ 99 102 Miscellaneous ............... 9 23 
42.1 
Affective neurosis ........... 39 40 SPECIAL PERSONALITY TYPEs, 
Hypochondriasis ..........+. I , 335 1092 
79 Obsessive neurosis ..........- 4 5 . 
4.9 General nervousness (ex- ggressive EPG cccsecescoves 4 I 
1.6 13 13 Asocial type ..... 7 39 
3-3 Chronic invalid state......... 4 4 Attention demanding type. .... 5 75 
Undifferentiated psycho- Bullying 5 33 
7.3 7 7 Excitable type 14 73 
<4 Imaginative type ............ I 6 
0.9 Conpuct AND BeHavior Dis- Ineffectual type 10 71 
3.1 onpern, Total 414 501 Rigid type 2 18 
™ Delinquency and criminality Perfectionistic type ......... I 4 
rom Sex delinquency and pro- Stubborn type .............. 9 44 
“em V pewagg of alcohol and drug 6 Reacting with poner signs.. 19 110 
9 Borderline feebleminded ..... 181 314 
ere” Larceny, arson, forgery..... 68 81 
10). Personal violence (including MentTAL Dericrency, Total..... 203 376 
the Drug addiction .............. 4 8 ORGANIC AND MISCELLANEOUS, 
-ate”’ Minor delinquency 
for Unmanageable type ........ 23 35 Migraine 5 12 
. Mild sex delinquency....... II 16 Endocrine abnormalities ..... 16 53 
for Unacceptable use of tobacco. 5 6 Allergy and eCzema......+++. 19 31 
hite, Dishonest, unscrupulous ... 6 6 Convulsive phenomena ....... 12 73 
1 the 7 22 Speech defect . 44 159 
wer Marital maladjustment ...... 12 40 Reading disability ........... 5 32 
I 2 Congenital abriormality ... 29 46 
is of Petty offenses Brain and nervous system dis- 
rate 3 eases ...... 54 175 
one 8 12 General somatic diseases II 110 
6 II Crippling or handicapping de- 
n, as Fighting, quarrelsomeness. . 18 36 fects st seeeereresccccssees 72 292 
Miscellaneous ...........+- 107 116 Home environmental factors.. 22 383 
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TABLE VII—ContTINvED 


Total 
No. of no. of 

rimary diagnoses 
Primary diagnosis iagnoses given 

ORGANIC AND MISCELLANEOUS—Cont’d 

Lateral dominance problem.... 3 16 
30 63 
Normal individual ........... 3 7 
3 18 


of the 87 diagnoses provided by the code, 
which were applied to the 1721 cases present 
on the census date. The table shows the 
number of times each diagnosis was given 
as a primary diagnosis and the total num- 
ber of times each diagnosis was given.’’ It 
is interesting to note that the diagnosis of 
alcoholism was given in only 81 cases. How- 
ever, it should be mentioned that it was given 
only in severe cases. Convulsive phenomena 
(all types) appeared in the life diagnoses of 
73 individuals. Not all of these were mani- 
festly epileptic. Mental deficiency (idiocy, 
imbecility, moronity) was diagnosed in 376 
cases, all told. The total number of times all 
diagnoses were given (4159) indicates an 
average of 2.4 diagnoses per case. 

In respect to the prevalence of intellectual 
deficiency in the population, the findings of 
the survey are neither comprehensive nor 
conclusive, for the following reasons: 
(1) No particular effort was made to refer 
all cases presenting mental deficiency, espe- 


17 When one bears in mind the structure of the 
diagnosis code and the procedure followed in apply- 
ing the diagnosis (cf. “Life Diagnosis,” above), 
many facts of interest can be interpreted from the 
table. For example: “psychosis” was the primary 
diagnosis in 156 cases; hence, that is the total num- 
ber of individuals who had psychoses, because no 
other diagnosis took precedence over that of psy- 
chosis. However, we see that the diagnosis was 
given 158 times. This can mean only that there was 
one person who had three different psychoses, or 
that there were two persons who had two psychoses 
each. The figures for schizophrenia show that there 
were two cases in which that diagnosis was given, 
secondary to the diagnosis of some other psychosis. 
To take another example: a “psychopathic traits” 
diagnosis was primary in 186 cases, while a total 
of 370 diagnoses of this group was given in all 
cases. Since a diagnosis of this group cannot be 
secondary to any diagnosis of a group having lower 
code numbers, the interpretation is that diagnoses 
of the “psychopathic traits” group were given as 
secondary diagnoses 184 times, in cases having 
primary diagnoses of the “psychosis,” “psycho- 
neurosis,” or “conduct and behavior disorder” 
groups, or of the “psychopathic traits” group itself. 


Mar. 


cially the milder degrees. Emphasis was 
placed mainly on behavior disorder. In many 
cases the diagnosis referring to intellectual 
deficiency was secondary to some other per- 
sonality or adjustment problem. (2) The 
diagnosis was supported by test results in 
only two-thirds of the cases,’* and the test- 
ing of these was, in most instances, by group 
tests. In cases where the intelligence was 
estimated (on the basis of history and/or 
interview) the diagnostic ratings given prob- 
ably were, on the whole, too liberal. The 
rule, in judging doubtful cases, was to 
classify a case in the higher of two possible 
categories. Bearing these reservations in 
mind, we present the following figures. 

Of the 1721 individuals in the series, 690 
(40.1 per cent) were given diagnoses indi- 
cating some degree of intellectual deficiency. 
These are classified as follows: idiots, 8; 
imbeciles, 48; morons, 320; borderline 
feebleminded, 314. One-third of the indi- 
viduals diagnosed as mentally defective and 
two-thirds of those diagnosed as borderline 
feebleminded presented other personality or 
adjustment problems along with the intellec- 
tual deficiency. The topic of intellectual defi- 
ciency will be treated fully in subsequent 
communications. 


COMPARISON WITH FINDINGS OF 
OTHER SURVEYS 


A comprehensive comparison of the find- 
ings in Williamson County with those in 
other communities will be made at another 
time. We shall mention here only one salient 
fact in regard to the hospitalization of 
psychiatric cases. The studies of the Eastern 
Health District of Baltimore showed that in 
that urban area one-fourth of the psychotic 
individuals were not hospitalized. In the 
Bavarian Allgau, a rural area, more than 
half of the psychotics were out in the com- 
munity. Similarly, in our rural community, 
the survey indicates that at least one-half 
of the persons with psychoses are not 
hospitalized. 

SUMMARY 


1. An account is given of the organization, 
general objectives and research program of 


18 Percentage of cases in which intelligence was 
estimated: idiots, 37.5 per cent; imbeciles, 25 
per cent; morons, 46.3 per cent; borderline feeble- 
minded, 21 per cent; total, all classes, 33.2 per cent. 
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a psychiatric unit established as a part of 
the local public health department in William- 
son County, Tennessee, a rural county of 
approximately 25,000 population. 

2. The reasons for undertaking a thor- 
oughgoing survey of psychiatric conditions 
in a community are discussed. The case find- 
ing procedure and the method of analyzing 
data obtained in a psychiatric survey of 
Williamson County are described. The re- 
sults of a study of the status, on a specified 
census date (September 1, 1938), of all 
cases included in the survey are presented. 

3. Of the 1999 cases referred as present- 
ing conditions of psychiatric interest, 1721 
were included in the population of the county 
on the census date ; 995 were males and 726 
females ; 1480 were white and 241 colored. 
The case rate for the county was 69.4 per 
1000 population. 

4. For three representative areas of the 
county that were subjected to rather care- 
ful scrutiny the case rate was 123.7 per 1000 
population. This finding indicates that the 
group of 1721 cases represents about 56 per 
cent of the total that might be found by a 
more intensive study of the entire county. 

5. Patients in mental hospitals numbered 
52, or 2.1 per 1000 population. In addition to 
these there were 48 persons in need of care in 
a mental hospital. The combined rate for 
persons in mental hospitals or needing hospi- 
talization was 4.0 per 1000 population. 

6. There were six persons in the State 
School for the Feebleminded, giving a rate 
of 0.2 per 1000 population. Living in the 
community but eligible for placement in an 
institution for the feebleminded were 57 per- 
sons, or 2.3 per 1000 population. 

7. An analysis of the type and severity 
of the problems presented by the 1721 cases 
showed that there were problems of personal 
or social adjustment in 914 cases (53 per 
cent of the total), which were therefore 
classified as “‘active’’ cases. Most of the re- 
maining cases were regarded as potentially 
“active.” The rate for the “active” cases 
was 36.9 per 1000 population. When all 
cases of mental deficiency were included, this 
rate was increased to 46.7 per 1000 popu- 
lation. 

8. The classification of the 1721 cases is 
given, according to the primary diagnosis or 


most serious condition known to have ex- 
isted in each. The number of times each of 
the 87 diagnoses used was assigned is also 
indicated. 

g. In 690 cases (40.1 per cent of the total) 
some degree of intellectual deficiency was 
diagnosed. One-third of the mentally defec- 
tive and two-thirds of the borderline feeble- 
minded presented, on the census date, other 
personality or adjustment problems in addi- 
tion to intellectual deficiency. 
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of material for publication. The field work- 
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of data and the preparation of tables. 
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ANATOMIC AND PATHOLOGIC CONSIDERATIONS IN 
CONVULSIVE DISORDER * 


RAYMOND W. WAGGONER, M.D., K. LOWENBERG, M.D., ano 
ROGER W. HOWELL, M.D. 


Ann Arbor, Mich. 


Among the many etiologic factors of con- 
vulsive disorders, inflammatory diseases of 
the central nervous system such as menin- 
gitis or encephalitis are frequent. Knowledge 
of the etiology, clinical course and patho- 
anatomy of these conditions is important 
in their prevention and in treatment of their 
sequele. It is significant that meningitis 
very frequently occurs in infants or young 
children, damaging the brain during early 
postnatal development. Because of an early 
onset of the disease, symptoms referable to 
the nervous system may be misinterpreted 
or overlooked, and what in reality is a 
meningitis or encephalitis may be regarded 
as a much less serious illness. Evidence of 
permanent damage resulting from these in- 
fectious conditions may become manifest 
considerably later when it is difficult to link 
it to the earlier acute stages. The etiology 
of meningitis is known and different types 
of common micro-organisms such as pneu- 
mococci, meningococci and influenza bacilli 
have been frequently demonstrated. 

The most satisfactory way in manage- 
ment of this group of cases would be the 
prevention of the infection in infants. That 
some aspects of this problem may be near 
solution is suggested by some evidence con- 
cerning the original source of infection and 
its mode of transmission. We have already 
emphasized that meningitis occurs frequently 
early in infancy, in many cases as early as 
a few hours after birth, suggesting that the 
birth passages of the mother may be a possi- 
ble source of the infection. Barrett et al.(1) 
stated that the lochia and urine of the mother 


* Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 

From the Neuropsychiatric Institute, University 
of Michigan Medical School, Ann Arbor, Michigan. 

This project was supported by a Grant from the 
Horace H. Rackham School of Graduate Studies, 
University of Michigan. 
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in some cases of meningitis harbored bac- 
teria similar to the organisms isolated from 
the meninges of the infected infants. Fother- 
gill and Sweet(2) reported a bacteremia in 
the majority of their cases of meningitis. 
Such findings indicate a focal infection in 
the body of the infant with subsequent bac- 
teremia and hematogenous infection of the 
central nervous system. 

Correct interpretation of the patho-ana- 
tomic changes is frequently difficult since 
death often occurs years later, after the 
physically and mentally crippled patient has 
spent years of vegetative life in an institu- 
tion. The morphologic changes can only be 
understood in the light of a large series of 
cases studied in various stages of inflamma- 
tion or repair. Even so, the structural dam- 
age to the brain does not completely account 
for convulsive attacks. In many cases with 
advanced postmeningitic destruction of the 
brain there are no convulsions and some 
additional factor appears to be needed be- 
fore a convulsive attack will occur. The 
possible nature of such a factor will be 
discussed later. 

The following series of cases can serve 
to illustrate such conditions caused by com- 
mon types of infections: 

Case 1 (Lab. No. 8163).—Subacute meningitis 
caused by pneumococci (type V). A ten weeks 
old white infant was admitted to the hospital 
because of an elevation of temperature, bulging 
fontanels and numerous convulsive attacks involv- 
ing the left side of the body. The child was born 
at full term and developed normally during the first 
seven weeks of life, symptoms beginning eighteen 
days prior to admission. Spinal tap showed 1100 
cells, 97 per cent of which were polynuclear. On 
culture, pneumococcus type V was isolated. The 
infant was treated with sulfathiazole and anti- 
pneumococcus serum without much benefit. The 
convulsive attacks increased in number, reaching 40 
per day towards the end. They were characterized 
by opisthotonos, rotation of the head and eyes to 
the right, and stiffening of the right arm and leg. 


Death occurred 19 weeks after the onset of symp- 
toms, at the age of 6 months. 
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Fic. 4.—Advanced bilateral atrophy of both hemispheres 
following meningitis 


PLATE 21 


Fic. 5.—Large, old, atrophic lesion in the left Sylvian fossa. 
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Patho-anatomic examination showed that there 
were still present foci of purulent exudation in 
the meninges which were thickened while large 
areas had already reached the state of fibrosis. 
There were multiple walled-off cavities and ab- 
cesses within the brain tissue. These varied in size 
from that of a dime to that of a fifty-cent piece, 
some of them still containing pus while in others 
there were only remnants of necrotic tissue but no 
signs of inflammation (Fig. 1). 


This case is particularly important. Death 
occurred in the subacute stage of the disease 
and the findings demonstrate a gradual trans- 
formation of the purulent inflammation into 
cystic degeneration of the brain. These find- 
ings are a significant link in the understand- 
ing of numerous cases characterized by 
formation of cavities in the brain, in which 
signs of inflammation are no longer present, 
as demonstrated by the next case. 

Case 2 (Lab. No. 6946).—A white female child, 
aged 23 months, with widespread cystic degenera- 
tion of both hemispheres. Inflammation is no longer 
present, yet from a comparative study with the 
previous case the changes are understandable 
(Fig. 2). 

Frequently, the destruction does not as- 
sume the form of cavitation but results in 
a universal atrophy of the convolutions. The 
explanation of this phenomenon is suggested 
by the findings in a case of subacute menin- 
gitis, caused by the influenza bacillus. 

Case 3 (Lab. No. 7583).—Here the inflammatory 
condition in the meninges resulted in an extensive 
degeneration of the gray matter, with complete 


resorption of the neurons, proliferation of vessels 
and an abundant formation of microglia (Fig. 3). 


This type of degeneration if not termi- 
nated by death. in the acute stage, results 
in extensive atrophy of the cortex, as demon- 
strated by the next case. 


Case 4 (Lab. No. 7496).—A white male child, 
aged 17 months, was admitted to the hospital 
because of mental deterioration and convulsive at- 
tacks which started some days after birth. The 
patient was a full term child, physically normal at 
birth but failed to show any mental progress. The 
convulsive attacks began with a slight movement 
of the lips, followed by convulsions of the entire 
body. Clinically, the patient was an idiot, unaware 
of his surroundings and not able to hear or see. 
The fontanels were closed, the extremities were 
spastic but otherwise the neurologic status was 
not remarkable. There was little change in his 
condition until his death at the age of 34 years. 


Patho-anatomic findings showed most 
severe atrophy of both hemispheres (Fig. 4). 


Histologically, there was no evidence of birth 
injury, such as remnants of hemorrhages, 
and there were no longer signs of inflamma- 
tion. In the light of the acute case previ- 
ously demonstrated it is not difficult to in- 
terpret these findings as originally inflam- 
matory in nature. We are dealing therefore 
with a terminal picture following meningitis 
which began shortly after birth. 

A different morphologic aspect is shown 
by numerous cases with extensive infarcts 
and resulting large focal defects. Such find- 
ings suggest vascular occlusions in the areas 
supplied by the middle cerebral artery. How- 
ever, a satisfactory explanation is difficult 
since remnants of organized thrombi or of 
hemorrhages were not seen. Atrophy of 
the cortex in such cases corresponds to that 
following meningitis. 

CasE § (Lab. No. 5856).—A white male, aged 14, 
mentally an idiot. He was born at full term, with 
normal labor and natural delivery. Development 
was normal the first three months but later con- 
vulsive attacks occurred and gradually spastic 
quadriplegia developed. Patho-anatomic examina- 
tion showed that the left hemisphere was much 
smaller that the right; there was a large old lesion 
destroying the entire Sylvian fissure approximately 
corresponding to the area supplied by the branches 
of the left middle cerebral artery. The vessel 
itself was not occluded or thickened (Fig. 5). 


Destruction of this type is very common 
in our experience. We have many such speci- 
mens in our collection. 


CoMMENT 


As suggested before, the pathology seen 
in so many patients with convulsive attacks 
does not entirely explain the problem. It 
does not tell us why some of these cases re- 
main free from convulsions in spite of most 
extensive destruction of the brain. The ques- 
tion arises as to other etiologic factors of 
this peculiar syndrome. We are first of all 
reminded that there is a large group of pa- 
tients which suffer from what is called idio- 
pathic epilepsy in which no consistent pa- 
thology has ever been described. What is 
then the basic etiology of the convulsive at- 
tack, whether it be idiopathic or not? While 
a definite answer is at the present time not 
possible, certain suggestions can be offered. 
Importance must be attached to the heredi- 
tary transmission of a “convulsive or X fac- 
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tor,” that is to say, the tendency of the pa- 
tient to develop convulsive attacks under cer- 
tain circumstances. Opinion on this ques- 
tion is still divided. Most authors have found 
little evidence of an hereditary transmission 
and Wilson (3) maintained that in only one- 
fifth of his material has evidence of inheri- 
tance been forthcoming, and at most, what 
can be thus handed down from one genera- 
tion to the next is “an obscure cellular ten- 
dency to excessive reaction demonstrable 
only if circumstances calculated to evoke it 
should arise.” Our research suggests that 
“these obscure cellular tendencies” may in 
reality obey the laws of inheritance. We had 
an opportunity to investigate a family in 
which Pick’s disease of the brain occurred 
in four generations. Anatomic examination 
was carried out in two cases. In this disease 
convulsive attacks are not a prominent symp- 
tom; however, geneologic investigation 
showed a case of an “idiopathic epilepsy” 
in the fourth generation, occurring in a 
daughter of a patient who died of Pick’s 
disease. Without knowledge of the out- 
spoken hereditary tainting in the family and 
without previous patho-anatomic diagnosis 
of the disease which affected it, the child 
with convulsive attacks would have to be 
considered as an “idiopathic epileptic’ but 
in reality her convulsions are closely linked 
to an organic disorder of the nervous sys- 
tem. This finding suggests that in certain 
biologic circumstances—certain combinations 
of the genes—the previous character of the 
disease may be greatly altered and that at 
least some cases of the so-called idiopathic 
epilepsy may be linked to organic disorders 
of the nervous system. Such conclusions can 
be supported by numerous observations. It 
is generally accepted that in hereditary dis- 
orders, variations from the original type 


almost certainly appear. In a definite heredi- 
tary disorder such as cerebellar ataxia nu- 
merous variations in type have been re- 
ported: the disease may be transmitted as a 
dominant in both sexes (Waggoner-Lowen- 
berg-Speicher(4)), or it may be sex-linked 
(Turner and Roberts(5)), again in certain 
families with heredo-ataxia a nystagmus 
may be the only remaining sign of the in- 
Waggoner 
and Boyd(6) showed that the hereditary 
nystagmus may become sex-linked. More- 
over, the variations in type in hereditary 
nervous disorders may even extend to extra- 
neural systems involving the spine and the 
extremities as was shown by Alpers and 
Waggoner (7). 

In summary, we think it is reasonable to 
believe that the occurrence of convulsive at- 
tacks in patients with extensive lesions of 
the brain is linked with a latent convulsive 
diathesis. A biologic error manifesting itself 


volvement in some members. 


in the form of various organic diseases of 
the nervous system in earlier generations 
may later be reactivated as a convulsive dis- 
order provided the necessary injury to the 
central nervous system occurs. 
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A REVIEW OF BRAIN PATHOLOGY IN THE CONVULSIVE DISORDERS ' 
WILLARD W. DICKERSON, M.D., Caro, Micuican 


The pathology present at autopsy in the 
brains of those suffering from convulsive 
disorders was long ago delineated. The 
classical descriptions of the previous cen- 
tury have not been greatly improved upon 
by later writers. From the earliest descrip- 
tions of necropsy findings, it is apparent 
that most of the changes found were con- 
sidered as being due to the progress of the 


changes appear has not been the subject of 
any publication. Bateman(2) recently re- 
viewed the clinical and pathologic data in a 
series of 178 brains of persons with convul- 
sions, but it is difficult to obtain a complete 
picture of the pathologic material on which 
his presentation was based. Because of the 
lack of data on this subject, it has seemed 
worth while to review completely a portion 


TABLE I 
Cause of death 
Epilepsy Pulmonary Cardiovascular Others 
— — — 
| 
= | | | 
| | & | | 
alge | Tels] | 8 
Age at death Male Female || n Q || O a 
15 13 Si 3 71 I | I | 
9 4 1 25 3) 3) | - rea 
6 9 I | I I 3 I 2 2 | 
6 6 || 2 2 . 2} 2| 1| 2] 
Unknown. 4 I i] 1 2 & I 
| | | 
Totals. 79 71 2317 25 2 || 7| 6| 6| 4] 9| 2/ 


disease, especially to traumata received dur- 
ing seizures and to the end results of circu- 
latory changes within the cranial cavity ac- 
companying them. No unanimity of opinion 
has ever been expressed as to the basic 
pathology responsible for the production of 
seizures(1); it has always seemed to be the 
consensus that none, which can be consis- 
tently demonstrated, exists. 

The frequency with which these various 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 

From the Caro State Hospital for Epileptics, 
R. L. Dixon, Medical Superintendent. 
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of the autopsy material available to us. All 
of the brains obtained at autopsies per- 
formed at the Caro State Hospital are im- 
mediately suspended in a 10 per cent solu- 
tion of formalin and, when sufficiently 
hardened, are sent to the laboratory of The 
Neuropsychiatric Institute at the University 
Hospital, Ann Arbor, Michigan, for exami- 
nation. There, following complete fixation, 
the brains are photographed, sectioned and 
studied. The laboratory reports of the gross 
and microscopic examinations of the brains 
obtained at 150 consecutive autopsies, and 
so studied, form the basis of this report. 
The distribution by sex, age and cause of 
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death is shown in Table I. These findings 
do not differ greatly from the mortality 
statistics of similar institutions. It will be 
seen that the most frequent cause of death 
is the convulsive disorder itself—death dur- 
ing a single seizure, serial seizures or status 
epilepticus. The incidence of pulmonary 
infections, including tuberculosis, is about 
the same as for mental hospitals of all types. 

In Table II we have listed the primary 
pathologic diagnoses of the brains in this 
series. It is pointed out that these diagnoses 
do not not include any findings which were 


TABLE II 


Symptomatic : 


Cerebral arteriosclerosis ............. i 
Multiple emboli and infarcts of cardiac 

2 

Pseudosclerosis associated with hepatic de- 

Cytoarchitectural type 58 

With other malformation........... I 
Congenital hydrocephalus ............ 3 
Von; Reckiinghausen’s ... I 

104 
150 


considered as being secondary to the con- 
vulsive disorder. A brief study of this table 
reveals some points of interest: 

(1) Slightly less than one-third of the 
brains examined showed no significant find- 
ings and the cases were classified as idio- 
pathic. In many there were changes entirely 
consistent with the age of the individual 
at death and the previously mentioned 
changes which were considered as being due 
to the convulsive phenomena. As shown by 
following tables, 12 brains in this group 
showed no gross changes and in 7, no varia- 
tions from normal were found in the micro- 
scopic examination. Four brains were found 


Mar. 


to be normal, both grossly and microscopi- 
cally. 

(2) There is a surprisingly low number 
of cases classified with primary diagnoses of 
trauma, either natal or postnatal, and in- 
flammation. 

(3) We were somewhat surprised at the 
number of times the diagnosis ‘‘malforma- 
tion, cytoarchitectural type” was made. This 
diagnosis occurred in slightly more than one- 
third of the brains examined. 

In Tables III, IV, V, and VI are found 
summaries of all the pathologic changes 
found under various primary diagnoses. 


DISCUSSION 


A comparison of the primary pathologic 
diagnoses shown in Table II with clinical 
diagnoses made at staff conferences is of 
interest. At these conferences newly ad- 
mitted cases are considered, after admission 
studies, for the purpose of establishing a 
formal diagnosis. As far as possible, the 
classification system of the Committee on 
Standardization of Statistics of the National 
Association for the Study of Epilepsy(3), 
which is on an etiologic basis, is used. It is 
impossible to compare the clinical diagnoses 
of the patients whose brains were studied 
in this series, as many of the older patients 
had not been as completely studied as are our 
newly admitted cases at present. However, 
during approximately the same period in 
which the autopsies were performed, 273 pa- 
tients were considered in staff conferences. 
In Table VII are presented the formulated 
clinical diagnoses, together with the patho- 
logic diagnoses of the present series, re- 
arranged for purposes of comparison. 

It will be seen that in both series a diag- 
nosis of symptomatic epilepsy was made 
in approximately three-quarters of the cases, 
and also in both series almost the same 
percentages obtain in the groups labeled 
“due to definite brain disorder.”” We wish to 
call attention to this particular group, for 
within it appear two rather wide variations. 

(1) A diagnosis of meningo-encephalitis 
was made almost three times as often in the 
clinical series as was found in the series 
of autopsies.. It seems quite likely that a 
part of this difference is due to the fact 
that hemiparesis occurring during a febrile 
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illness in childhood usually was ascribed to 
an inflammatory process in the central ner- 
vous system rather than to a vascular occlu- 
sion. Table II showed that over half of the 
cases in the circulatory group were due to 
vascular occlusion; this probable error in 
diagnosis would also account for the varia- 
tion in the two groups classified as “‘cardio- 


WILLARD W. DICKERSON 681 


seizures following one of the acute infectious 
diseases of childhood often seems to confirm 
the diagnosis of meningo-encephalitis. One 
of our staff is now attempting to determine 
the frequency of such findings in patients 
recently placed on dilantin therapy in whom 
these findings were absent previously. 

A diagnosis of trauma, other than that 


TABLE III 


Gross PATHOLOGICAL CHANGES 


Meninges 


a Brain stem Cerebellum 

| @ | | | la 

| 

| | 

| | | | 

Sack | 

| 

| 1| I 

Pre 
2] 8) 3) 7) 2) 3} 7] 4) 4) 3) 

| 


| 
BEE 
| S16 
Sie! E | cle 
=| —] 
Symptomatic 
Vascular occlusion..........| 
Cerebral arteriosclerosis......| 1 
Multiple emboli and infarcts | | 
Trauma 
Toxic 
Pseudosclerosis............... | 
Inflammations................ 
Malformations 
Cytoarchitectural | | | | 
With other malformation. .|..|..|..|..|..|.. 
Congenital hydrocephalus....} 
Von 
36) 7\ 1 2) 1 
| 
vascular.” We also believe that the more 
frequent clinical diagnosis of meningo- 


encephalitis may be due to the greatly in- 
creased use of dilantin sodium in the treat- 
ment of convulsive disorders by the general 
practitioner. The presence of a rapid nystag- 
mus of short amplitude with loss of con- 
vergence is found more frequently in pa- 
tients using that drug than we previously 
suspected, and its presence in newly admitted 
patients with a history of the onset of 


occurring at birth, was made five times as 
frequently, clinically, as was found at 
autopsy. We have limited that clinical diag- 
nosis to those cases in which there was im- 
mediate evidence of injury to the central 
nervous system other than the appearance of 
convulsions. We have no explanation of this 
difference except the suggestion that injuries 
received in the first seizure may have been 
occasionally misinterpreted as having been 
causal rather than a sequel. 
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TABLE I\ 


Me 
Symptomatic 
Circulatory 
Cerebral arteriosclerosis..................... I 
Multiple emboli and infarcts (cardiac)...... eee 
Trauma 
Malformations 
Cytoarchitectural malformation............... 
With other malformation................. a 
Congenital hydrocephalus.................... 
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TABLE VII 
COMPARISON OF CLINICAL AND PATHOLOGICAL DIAGNOSES 
Clinical Pathological 
No. of cases | Per cent No. of cases Per cent 
c. Pregnancy and 
Puerperal 
e. Other Metabolic 
3. Due to Definite Brain | 
c. Meningo- 
g. Others, undiffer- 
1. With Psychogenic 
3. Others and 
Undifferentiated....) ... 48 ... | ..... | 
IV. Undifferentiated (not 
273 100% 150 100% 
| 


| 

| 
I] 1} 3 
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(2) The diagnosis of “malformation— 
cytoarchitectural type” occurs almost twice 
as often in the autopsy series as does the 
diagnosis “cerebral agenesis” in the clinica! 
series. Except for convulsions, many of 
these patients showed either no or few 
neurologic changes other than varying de- 
grees of mental deficiency. This is the type 
of brain frequently found at autopsy in cases 
of mental deficiency when a convulsive dis- 
order has not been present. Undoubtedly, 
some of these cases showing mild degrees of 
mental deficiency have been diagnosed clin- 
ically as “idiopathic.” We have arbitrarily 
selected an intelligence quotient of 70 as 
the dividing line between the agenetic and 
idiopathic groups in such instances. Such 
an arbitrary line is not too satisfactory and 
the impression exists that the explanation of 
some of the differences between intra- and 
extramural epileptics will be found in this 
group. Some of the patients in this group 
showing severe grades of mental deficiency 
and neurologic evidence of definite brain dis- 
order were placed, clinically, in the undif- 
ferentiated group, owing chiefly to the lack 
of an adequate history. 

Recently Waggoner and Scharenberg(4) 
reported the various types of pathology 
found in the brains of those suffering from 
convulsive disorders, together with a series 
of brains identical in gross and microscopic 
findings from individuals in whom no 
seizures had occurred. It is quite evident 
that the basic cause of the convulsive dis- 
order lies elsewhere than in the defects found 
at the autopsy table and in the neuropatho- 
logical laboratory. Changes shown by the 
electro-encephalogram are undoubtedly a 
manifestation of the same underlying basic 
defect and indicate that a constitutional 
factor is present. The nature of this essen- 


| Mar. 


tial factor remains to be demonstrated. We 
believe that as more accurate methods of 
clinical and laboratory diagnosis become 
available, the incidence of “idiopathic” epi- 
lepsy, so called, will decrease in proportion 
to the diagnostic acumen of the clinician. 

We wish to emphasize the fact that we 
do not present our findings as being of 
etiologic significance. We do wish to estab- 
lish the frequency with which the various 
types of pathologic changes in the brain 
occur in association with epilepsy. 


CONCLUSION 


We have presented a summary of the 
gross and microscopic findings in a series 
of 150 brains from individuals suffering 
from a convulsive disorder. No etiologic 
significance is attached to these findings, but 
the frequency with which the various types 
of pathologic changes occur has been es- 
tablished. 


We wish to express our appreciation to 
Dr. Konstantin Scharenberg of The Neuro- 
psychiatric Institute, Ann Arbor, Michigan, 
for his cooperation in this study. 
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THE EFFECT OF ELECTRICALLY AND CHEMICALLY INDUCED 
CONVULSIONS ON CONDITIONED REFLEXES?’ 


M. KESSLER ano E. GELLHORN 
Departments of Physiology and Psychiatry, College of Medicine, Chicago, Illinois 


Although numerous clinical investigators 
agree that the shock treatment has been 
effective in a considerable number of cases 
of schizophrenia, little is known about the 
possible mechanism involved. In a series 
of investigations it was shown by Gellhorn 
and collaborators(1-6) that the centers of 
the sympathetico-adrenal system are excited 
and may remain in this condition for some 
time after the convulsions have ceased. Thus 
it was found by Darrow and Gellhorn that 
following metrazol convulsions the sympa- 
thetically innervated membranes show spon- 
taneous contractions which persist for hours 
after the metrazol convulsions have ceased. 

Feldman, Cortell and Gellhorn demon- 
strated the excitation of the sympathetico- 
adrenal system after metrazol convulsions 
by the study of the blood sugar, and Gell- 
horn and Kessler showed a similar behavior 
of the blood sugar curve following electri- 
cally induced convulsions. 

It follows from these investigations that 
increased sympathetic discharges accompany 
shock treatment. The significance of these 
effects is obvious if we bear in mind that 

1 Read at the ninety-eighth annual meeting of The 
American Psychiatric Association, Boston, Mass., 
May 18-21, 1942. 

Aided by the John and Mary R. Markle Foun- 
dation. 

2When Himwich(7) suggests that sympathetic 
stimulation is not an essential factor in the shock 
treatment since the effects cannot be duplicated 
by injection of epinephrine he fails to take into 
consideration several important facts. Although it 
has been shown that adrenalin intensifies the ef- 
fects produced by stimulation of sympathetic centers 
by acting on peripheral sympathetically innervated 
structures in a similar manner as nervous impulses 
transmitted via sympathetic fibers, and although 
its presence in the blood is a convenient indicator 
of the degree of sympathetic discharge, the effect 
of excitation of autonomic centers is by no means 
matched by injections of adrenalin. As a matter 
of fact adrenalin may inhibit autonomic centers 
and thereby reduce not only the reflex effects on 
these centers(8-11) but also diminish the effects 
of central stimulation(12). 


studies on schizophrenics have shown that 
these patients react predominantly via the 
vago-insulin system(13) during excitement 
whereas in normal individuals under similar 
conditions the sympathetico-adrenal system 
predominates.* Assuming then that under 
the influence of repeated convulsions the 
reactivity of the sympathetic centers in the 
hypothalamus and the medulla is greatly 
increased(14) the question arises as to the 
effects of these changes on the cortex of the 
brain. Although we are well informed 
through acute experiments about the im- 
mediate effects of these procedures on 
the electroencephalogram no _ physiological 
studies seem to exist which show whether 
convulsions have more lasting effects on cor- 
tical functions. An attempt was made to fill 
this gap in our knowledge by studying the 
effects of convulsions on inhibited condi- 
tioned reflexes. 


METHOD 


The experiments were performed on 18 
male rats weighing about 250 g. They were 
placed in an apparatus consisting of two 
compartments A and B, separated by a low 
partition. The bottom of these compartments 
consisted of a grid which could be charged 
through a general electric variac. At first, 
the unconditioned response was established 
through application of a few shocks. It con- 
sisted of two integrated movements: one in 
which the rat in response to the electrical 
stimulus jumped from compartment A to 
compartment B ; the other in which the ani- 
mal turned back. Then the conditioning 
process was begun by sounding a bell two 
seconds before the electrical stimulus was 
applied. The sound continued to the end 
of the electrical stimulation. As a rule not 


8 For further discussion cf. E. Gellhorn. Auto- 
nomic Regulations. Their significance for physi- 
ology, psychology and neuropsychiatry, New York, 
1942 (in press). 
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more than 20 to 30 stimuli were applied in 
one session. The experiments were per- 
formed daily or on alternate days and in 
general 70 to 100 stimuli were adequate to 
establish a conditioned response at 80 to 
100 per cent. Then the conditioned response 
was abolished by lack of reenforcement. 
This was done by exposing the animal re- 
peatedly to the bell (conditioned stimulus) 
which was not followed by the unconditioned 
stimulus (shock). 

It was found in general that in two or 
three days the conditioned response had 
either completely disappeared or was present 
only in 10 to 20 per cent of the responses. 
If the response of the animal persisted at 
this low level for about one week the condi- 
tion was deemed adequate for studying the 
effect of electrically or chemically induced 
convulsions. At the various stages of the 
conditioning experiment the percentage of 
the conditioned response was tested by apply- 
ing 10 non reenforced conditioned stimuli 
preceded by one combination of bell + shock. 

Electrical convulsions were obtained with 
a general electric variac by means of clips 
attached to the skin of the head. The variac 
was set at 40 volts and a current of 20 to 
25 MA was applied for about two seconds. 
In another group of animals convulsions 
were produced by subcutaneous injections 
of metrazol (55 mg/kilo). For further de- 
tails on the effects of metrazol and electrical 
shock, cf. our earlier publications(4, 5). 


RESULTS 


The effect of electroshock on inhibited 
conditioned responses was studied in 13 rats 
and was successful in 9 animals. In several 
of these animals the effect of the electric 
shock on the inhibited conditioned response 


could be shown repeatedly. Fig. 1 shows a - 


control experiment in the record of rat 28 
in which the conditioned response after it 
had been established was inhibited by lack 
of reenforcement and the animal was tested 
for a period of 25 days. During this time, 
no response was elicited by the conditioned 
stimulus (bell) except on one day on which 
a response occurred in one out of 10 trials. 
The record of rat 12 also shows a period of 
two weeks testing in which the response to 
the conditioned stimulus was o on all occa- 


sions except one when a response of 20 per 
cent was obtained. From these and similar 
experiments it was concluded that an in- 
crease of the conditioned response above 20 
per cent is significant. 

The first graph, Fig. 1 (rat 21), shows the 
effect of repeated electroshocks on the re- 
covery of the inhibited conditioned response. 
Prior to the application of the “‘shock treat- 
ment” the conditioned response varied from 
o to Io per cent. The first two convulsive 
shocks given on two successive days did not 
alter this response but when the convulsions 
were continued on the next three days an 
increasing recovery of the conditioned re- 
sponse occurred restoring the conditioned 
response up to 50 per cent. The “shock 
treatment” was then discontinued. No after 
effect was observed since a day later the 
response was 0. For a period of about 20 
days the rat was only tested and showed 
during this time either no conditioned re- 
sponses or a response of only Io per cent. 
After this time, electrically induced convul- 
sions were administered on three successive 
days. Two days later the inhibited condi- 
tioned response had recovered to 30 per cent 
and two days later the maximal response of 
40 per cent was observed. Then the condi- 
tioned response gradually declined and was 
followed by a slight recovery lasting several 
days. 

This experiment shows conclusively that 
repeated convulsions induced by electroshock 
applied to the head induce a temporary re- 
covery of an inhibited conditioned response. 
Moreover it illustrates again the fact that the 
inhibited conditioned responses do not spon- 
taneously recover since testing between the 
two shock periods carried out over a period 
of more than 3 weeks resulted either in no 
positive response or in a response of Io per 
cent which was observed on one day only. 

The experiment of rat 24 (Fig. 1) shows 
prior to the “shock treatment” a response 
varying between o and 20 per cent. The 
average response obtained on 10 days was 
5 per cent. Then two convulsant shocks were 
applied and on the following six days three 
tests were made which showed a response 
varying between 30 and 50 per cent. Here- 
after, the conditioned response gradually dis- 
appeared. After the response had been o on 
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two successive occasions two more shocks 
were applied which restored the conditioned 
response to 70 per cent. A gradual decline 
followed this reaction. 

In the case of rat 27 the conditioned re- 
sponse was 0 before the application of the 


when the response was 20 per cent. Three 
convulsant shocks applied thereafter failed 


to bring about a recovery of the conditioned 
response. Then metrazol was administered 
and the conditioned response restored. Only 
the combined electroshock-metrazol treat- 


Effect of electroshock on conditioned reflexes 
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Fic. 1—The influence of electrically induced convulsions on the recovery of inhibited conditioned 


responses. Expts. on rats 21, 24 and 27 illustrate the effect of electroshock indicated by 4. Expt. on 
rat 12 shows that after three ineffective convulsive shocks two convulsions elicited by metrazol resulted 
in recovery of the conditioned response. Expt. on rat 28 illustrates the absence of spontaneous recovery. 
The large interrupted arrow indicates inhibition of the conditioned response by lack of reenforcement. 


shock. It rose to 40 per cent after the shock 
had been applied and fell then again to the 
level. 

In the experiment of rat 12 the animal was 
tested for more than two weeks following 
the inhibition of the conditioned response. 
The tests showed that the conditioned re- 
sponse had been abolished except on one day 


ment produced in this animal a recovery of 
the conditioned response which persisted for 
about 7 days. 

Fig. 2 shows the effect of metrazol con- 
vulsions under similar conditions (5 ani- 
mals). In the first experiment (rat 31) the 
two metrazol convulsions produced a re- 
covery of 60 per cent. When the response 
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had fallen to 20 per cent 3 more convulsions 
were induced by metrazol which caused a 
second rise in the curve up to 40 per cent. 
Experiment on rat 34 shows a similar effect. 
The first two convulsions raised the condi- 
tioned response from I0 to 20 per cent to 
60 per cent. When it had fallen to the origi- 
nal level 3 more convulsions were elicited 
which called forth another period of recovery 


Effect of metrazol on 


[| Mar. 
peated in the same animal. In order to repeat 
the study of the effect of metrazol on this 
animal the conditioned response was again 
inhibited by conditioned stimuli given with- 
out reenforcement. The result was that the 
conditioned response varied between o and 
20 per cent with an average of 9g per cent 
on 6 days (3, 4a). Then one metrazol con- 
vulsion was induced which resulted in a re- 
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Fig. 2—One or more metrazol convulsions indicated by 4 restore temporarily the conditioned 
response. 


with a maximum of a 50 per cent conditioned 
reflex response. It is interesting and typi- 
cal for a number of other observations that 
after this recovery had ceased a second 
period of recovery of 40 per cent followed 
after several days.* Apparently, the effect 
of convulsions on the recovery of condi- 
tioned reflexes increases in intensity or dura- 
tion when this type of “treatment” is re- 


8 Omitted in Fig. 2. 


covery of the conditioned response to 70 per 
cent. This experiment shows not only that 
metrazol convulsions will bring on a recovery 
of an inhibited conditioned response but it 
demonstrates an increased efficacy of this 
procedure when the animal had been previ- 
ously subjected to a similar treatment. 


DISCUSSION 
The experiments reported in this paper 
have clearly established the. fact that in- 
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hibited conditioned responses may reappear 
under the influence of convulsions induced 
hy metrazol or electroshock. The duration 
of this effect has not been established accu- 
rately in these experiments but it may be 
said that it frequently lasts from 5 to Io 
days. In view of the fact that both metrazol 
and electroshock convulsions are used thera- 
peutically it is of interest to point out that 
these procedures may result in the elimina- 
tion of experimentally induced inhibitions. 
However, it is not assumed that the effect 
of convulsions is specifically directed toward 
inhibition. Experiments which will be re- 
ported elsewhere have shown that insulin 
coma may have a similar effect on inhibited 
conditioned responses as was described in 
this paper for electrically or chemically in- 
duced convulsions. It will also be shown in 
this work that insulin facilitates the forma- 
tion of conditioned responses. Whether this 
holds true for the effects of metrazol and 
electroshock remains to be seen. 

Very little can be said at the present time 
about the neurological mechanisms involved 
in the restoration of previously inhibited con- 
ditioned responses. It appears very likely 
that the reaction studied in this investigation 
involves cortical activity to a large extent. 
It may be assumed tentatively at the present 
time that this activity depends to a great 
extent on hypothalamic impulses since in 
several instances it could be shown that 
hypothalamic lesions interfere with the es- 
tablishment of both the unconditioned and 
the conditioned responses (unpublished ex- 
periments). In view of the fact that earlier 
experiments established the action of metra- 
zol convulsions on the autonomic centers of 
the hypothalamus and the brain stem it ap- 
pears probable that the results obtained are 
due to an alteration of the hypothalamic cor- 
tical relationship as suggested by observa- 
tions of Grinker(15). 


SUMMARY 


Experiments are reported in which a con- 
ditioned response to the sound of a bell was 
established in 18 male rats. This response 
was then inhibited by lack of reenforcement 
with the unconditioned stimulus. Although 
control experiments showed that conditioned 
responses thus inhibited do not recover spon- 
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taneously it was found that the application 
of one or more metrazol convulsions or of 
electrically induced convulsions restored 
temporarily the inhibited conditioned re- 
sponse. The experimentally proved removal 
of inhibition by “shock treatment” is of in- 
terest in view of the effects of the shock 
treatment in psychoses. 
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THE ORGANIZATION AND ADMINISTRATION OF A STATE 
HOSPITAL INSULIN-METRAZOL-ELECTRIC 
SHOCK THERAPY UNIT’ 


HARRY J. WORTHING, M.D., NEWTON BIGELOW, M.D., RICHARD 
BINZLEY, M.D., ann HENRY BRILL, M.D. 


Pilgrim State Hospital, Brentwood, L. I. 


The literature on shock therapy is largely 
taken up with questions of technique and 
with consideration of statistical results. 
There exist only a few relatively brief dis- 
cussions(I, 2, 3, 4, 5) of administrative 
factors. These factors are admittedly im- 
portant, and in our opinion may play a 
decisive role especially in state hospital prac- 
tice. It will be the purpose of this paper to 
describe some of these factors and to discuss 
them in the light of our experience at the 
Pilgrim State Hospital. This 10,000 bed 
institution admits an average of 150 patients 
each month, largely from the Bellevue psy- 
chopathic wards in New York City. 

Our material is not unusually favorable. 
Indeed it is perhaps somewhat inferior since 
it has already been subjected to a preliminary 
screening at a primary reception center. It 
is drawn also to a considerable extent from 
Manhattan’s large, indigent floating popu- 
lation. 

Shock therapy was introduced at Pilgrim 
in 1937 with a small group of insulin cases. 
The number was gradually increased, metra- 
zol and electric shock were added, and now 
we have some 80 cases under one or another 
form of active treatment. During the last 
year 480 patients received shock and with 
this volume the work has come to be of 
practical importance. 

Among the problems of organization which 
must be met in such a unit is that of hous- 
ing. For several years we followed the 
plan of bringing patients from scattered 
points in the admission services to a central 
location for treatment, then returning them 
to their original wards. This relieved the 
treating physicians of certain routine duties 
connected with the cases but was found 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 
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inefficient in many ways. There was much 
lost motion in the transportation of people 
from place to place, responsibilities were 
divided, and it was difficult for the physician 
to make the frequent observations which are 
necessary if he is to modulate or combine 
therapy according to the day by day reac- 
tions of the patients. 

We have since developed, and found quite 
superior in practice, a centralized unit where 
all three forms of treatment are given in 
parallel and where the patients are also 
housed. This concept was originally formu- 
lated some years ago by Doctor William J. 
Tiffany then superintendent of the hospital. 
An ordinary eight-ward continued treatment 
building was assigned to this work and was 
found very adaptable. Male and female pa- 
tients are quartered in opposite ends of this 
building. Insulin therapy is given in two 
adjacent day halls, one for men and one 
for women. These large open rooms are 
ideal for the purpose since the beds can 
be arranged on either side and all cases 
simultaneously observed. As recommended 
by von Braunmuhl we move to a side room 
those patients who become noisy during va- 
rious phases of treatment. This measure 
is of great importance if a large group is 
to be treated in one place since insulin coma 
is a very irritable state and a few restless 
patients can keep the entire ward in excite- 
ment. To permit easy movement the beds 
are mounted on rollers. 

At first we used only two wards in the 
treatment building and although the most 
disturbed cases were admitted for care no 
further classification was found obligatory, 
an indication of the way in which behavior 
disorders tend to fade under metrazol and 
insulin. This is not necessarily real psy- 
chiatric improvement. As the shock service 
expanded and especially after electric shock 
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was introduced it was found convenient to 
have several other wards available, especially 
one for disturbed women. There is a ten- 
dency for transitory states of excitement to 
occur during this latter form of treatment, a 
reaction which we expect to describe more 
fully at a later date. Insulin cases are kept 
together constantly thus greatly facilitating 
their care. Experienced personnel quickly 
recognizes mild signs of hypoglycemia and 
can manage these reactions with such facility 
that serious “late” or “secondary shocks” 
are now practically unknown. These were 
annoyingly frequent when a much smaller 
group of patients was scattered about the 
hospital. 

Metrazol is administered in a specially 
prepared six-bed dormitory of the insulin 
ward during the early period of the morning 
when relatively little medical and nursing 
attention is required by insulin patients. 
Simultaneous metrazol-insulin combination is 
also carried out at this time. We have found 
it quicker and more convenient to bring the 
patient to the treatment room than to carry 
the metrazol to the patient on a tray as is 
often done. There is also less tension on the 
part of the patient, an important detail in this 
particular form of therapy where only care- 
ful technique can avoid unpleasant states of 
fear or outright panic. 

Electric shock is given in the side room of 
another ward, the day hall of which is used 
as a waiting room. Male and female cases 
are handled as separate groups. While one 
individual is being treated in the room, on 
a rolling wooden stretcher table, the next is 
being prepared on a similar table behind a 
screen in the hallway just outside. After the 
seizure the first patient is rolled into a single 
room, transferred to a bed where he is made 
comfortably secure and remains there under 
continuous observation until he is completely 
awake. The empty roller table is brought 
behind the screen, ready for the next patient. 
By this method 12 to 20 individuals can be 
handled in an hour. Recovery takes place 
in less than 20 minutes so that there are 
rarely more than 4 or 5 patients in bed at 
one time. 

The centralized unit thus is efficient and 
economical to operate and has made it pos- 
sible to increase the case load materially. 


Even more important is the fact that it 
increases the effectiveness of the therapy. 
Because of continual contact with his patients 
the doctor can come to know them so well 
that he may be largely guided in therapy by 
minor variations in their established reaction 
patterns, often casually observed during 
routine ward visits. Simple inspection is to 
be especially recommended as a valuable 
source of information in this rapidly shift- 
ing psychiatric picture and when leavened 
with a few friendly words may be less 
irritating than the formal interview. Sound 
physician-patient relationships are often 
built up before it is necessary to discuss 
painful material. Physical reactions bearing 
on the treatment are also more easily ob- 
served and better cared for in such a cen- 
tralized unit. 

The physical arrangements have been de- 
scribed in some detail for their intrinsic 
importance and because we believe that our 
ideas on this subject are, to a certain degree, 
original. Far more important in the effect on 
final results is the choice of personnel which 
must be adequate in quantity and quality. 
Various estimates have been made of the 
amount of help needed. In our experience 
insulin requires one trained attendant for 
each 5 patients, and in addition at least one 
nurse in charge of the ward. When treat- 
ment is not actually in progress these pa- 
tients need continual supervision by some 
trained individual familiar with the mani- 
festations of secondary shock and at these 
times 20 or 30 cases can be left with one 
such employee, if he is assisted by another 
person at meal times. 

For convulsive therapy a team of one nurse 
and 4 attendants is required. Where small 
numbers are handled this group can be made 
up of insulin personnel by carrying out the 
procedure before I0 a. m. on the insulin 
ward. If more than 10 are under convulsive 
therapy it is preferable to build up a separate 
organization. These patients require no spe- 
cialized supervision when clear of the im- 
mediate effects of treatment. 

One psychiatrist can manage about 20 
insulin patients, or some 30 under convul- 
sive therapy. The limiting factor in his case 
is not the technical manipulation involved in 
the actual treatment but rather the work of 
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choosing cases, keeping in touch with their 
progress, planning therapy according to ob- 
served reactions, paroling cases, and the 
other routine which looms large in this active 
service. Wherever possible it is very de- 
sirable for two physicians to work together 
since this permits consultation and division 
of responsibility in a field where the sense 
of risk is liable to be oppressive, especially 
to the newcomer, and where reasonable 
chances must be taken. Such an arrange- 
ment also tends to perpetuate an unbroken 
line of experience for the hospital despite 
changes in medical staff. At Pilgrim there 
are assigned to this work two full time 
doctors and a third physician who maintains 
a half time contact with a teaching institu- 
tion, which we find desirable. 

The quality of personnel is even more 
important than its number, and failure of 
shock therapy is often traceable te a defect 
in this factor. The physician must have skill, 
judgment, experience, confidence and per- 
sistence. A good grasp of physical medicine 
as well as of psychiatry is called for, since 
physical reactions to all forms of therapy 
are often alarming and confusing, while the 
mental reactions are a guide for modulation 
of the procedures, or their combination. 
Relatively little can be expected from per- 
functory routine application of rigid sched- 
ules. This, like most other forms of therapy, 
partakes of the nature of an art and although 
some degree of success can be achieved from 
the outset by following a few simple prin- 
ciples, experience is an important ingredient 
in the formula. Valuable but as yet un- 
crystallized indications and contraindications 
do exist and are only gradually mastered 
through experience, reading and discussion. 
Thus we do not feel that it is fair to ask a 
physician to work with confidence in the 
field until he has had at least a year of ex- 
perience. He must also bring a degree of 
enthusiasm to the work which is burden- 
some, confining and monotonous—one rea- 
son why treatment has often been relegated 
to junior members of the staff, or others 
who could not escape it. This is usually a 
step along the road to complete abandon- 
ment of shock as a failure. Certainly a 
psychiatrist biased against the therapy should 
not be entrusted therewith. We are of the 
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opinion that when therapy fails too consis- 
tently one is justified in asking whether it or 
the therapist is at fault. Even when the case 
material is entirely schizophrenic and is 
drawn from primary reception centers by 
transfer it is reasonable to expect that some- 
where in the neighborhood of 50 per cent 
of the shock-treated cases will be paroled. 

The quality of ward personnel is also im- 
portant. They should be chosen for willing- 
ness, intelligence, alertness and patience. The 
last is extremely important because of the 
well-known sensitiveness of treated patients 
to psychic traumata. A treatment unit is 
no place for brusque, impatient, rigid dis- 
cipline. Experience with the shock techniques 
is also requisite. An intelligent person can 
be trained to do this grade of work on an 
insulin ward within three months but does 
not reach his best efficiency for another six. 
The requirements for training in convulsive 
therapy are somewhat less exacting but the 
other qualifications are the same as for the 
insulin ward. The nurse in charge of insulin 
requires six to twelve months’ experience 
and the nurse who assists with convulsive 
therapy can be trained in a month or two. 
The entire group of medical, nursing and 
attendant personnel works as a team which 
develops smooth cooperation and co-ordina- 
tion as time passes. 

Because of the importance of training and 
experience which has already been stressed 
at some length we feel that it is advisable 
to open any new treatment unit on a small 
scale. It should be expanded gradually over 
a period of time, always maintaining a stable 
body of personnel without expecting any 
very striking results for perhaps one or two 
years. In a lesser degree the introduction 
of any new method of treatment should 
probably follow similar lines if one is to 
avoid “‘negative results.” In our own case 
treatment was begun with 5 patients under 
insulin. The present arrangement by which 
some 80 patients are under active treatment 
with some form of shock therapy was not 
reached until five years had elapsed. We 
plan further expansion and are now applying 
these methods tentatively to a few chronic 
patients for symptomatic relief. 

The shock unit will reflect the administra- 
tive attitude of the hospital toward this 
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therapy, which leads to a rather paradoxical 
situation. This form of treatment cannot 
find real acceptance anywhere until it has 
proved its worth. Yet without the whole- 
hearted support of the administrative head 
of an organization meager results may be 
expected. Antagonism from this source, 
chronic scepticism, or even a grudging com- 
pliance with the popular trend toward these 
treatments are sure to affect allocation of 
personnel and equipment as well as patient 
choice. Thus the final results of the work are 
profoundly influenced. Perhaps the best plan 
is for the administrator to reach a definite 
decision as to the basic soundness of these 
new procedures and then devote his energy 
to developing an organization which can 
duplicate the results achieved elsewhere. 

In general we feel that the use of shock 
practically doubles parole expectancy. It 
follows from this that perceptibly en- 
hanced results from the therapy can be ob- 
tained only when cases are chosen properly. 
For example, if the basic material is a chronic 
one with a parole expectancy of one or two 
per cent per year, treatment can only be 
expected to double this, that is raise it to 
two or four per cent. In actual practice this 
is not a perceptible gain. However, if the 
material originally offers a spontaneous 
parole rate of 25 per cent a rise to 50 per 
cent is spectacular. Patients should be chosen 
actively then, by experienced psychiatrists 
rather than passively as placebo for annoy- 
ing relatives. 

In general, treatment should be limited to 
individuals hospitalized less than one year, 
and failure to observe this rule results in 
fruitless work which only serves to reactivate 
the therapeutic nihilism which is even yet a 
silent partner in our state hospital practice. 

Full administrative acceptance of therapy 
of this type implies that at least each new 
admission of psychosis belonging to the 
group without demonstrable organic change 
should receive treatment if the illness is of 
short duration or of intermittent course, 
unless serious physical contraindications ex- 
ist. We also treat certain other types but 
they are numerically unimportant. At Pil- 


grim some 60 per cent of all cases of this 


category entering the hospital, whether re- 
turned from parole, relapsed or newly ad- 


mitted, are considered suitable for therapy. 
This proportion will of course vary but the 
admission rate for these illnesses will serve 
as a good basis for calculation of the possible 
treatment volume in a given location. One 
must allow an average treatment period of 
two to three months for each patient. 

One of the most important administrative 
considerations in connection with shock treat- 
ment is the matter of responsibility for 
accidents and complications of therapy. We 
may say first that the anticipated criticism 
has never yet materialized in our experience 
although at Pilgrim we have had our share of 
unpleasant incidents including deaths and 
serious complications. The only complaint 
has come where shock therapy has been 
withheld for some good reason. We have 
found an almost universal willingness to ac- 
cept the risks in the same spirit as those 
of other major procedures in medicine. The 
nearest responsible relative is required to 
sign a simple witnessed permit worded as 
a request which calls for the use of any 
one or any combination of the three standard 
forms of therapy at the discretion of the 
hospital. The form indicates that the risks 
have been explained and that treatment is 
requested. In addition a routine physical 
examination, chest x-ray and blood chemistry 
are done. In over 600 patients there have 
been no complications or accidents which 
in our opinion could have been avoided by 
a more elaborate protective procedure. We 
have treated individuals up to the age of 71. 
Patients have been successfully treated while 
listed as critically ill as a result of psychotic 
exhaustion, and others in extreme states of 
malnutrition, weighing as little as 70 pounds. 
The results in these have often been gratify- 
ing. In general the complications tend to 
develop where they are least expected. 

Not only has the shock unit brought no 
adverse criticism to our hospital but it has 
been a useful element in our relations with 
the lay and medical public. Relatives are 
grateful for the effort expended even when 
failure occurs and readily accept the treat- 
ment as such. Other physicians find these 
new active procedures more comprehensible 
than previous hospital regimes and are more 
sympathetic thereto. 

Significantly there are few shock units 
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which do not have their own system of treat- 
ment records especially for insulin. We 
follow the practical recommendations of 
Braunmuthl(3) rather closely although we 
believe alertness and good judgment cannot 
be legislated into being and no formal record 
can take the place of skill and experience. 

The present shortage of labor and the 
national emergency bring up the question 
whether shock therapy should be suspended 
as non-essential. Such a position can only 
be maintained if one assumes that this ap- 
proach is of no real value. The present lack 
of labor is the strongest reason for intensifi- 
cation of any process by which the sick can 
be returned to health and to industry in larger 
numbers. The personnel saved by suspend- 
ing shock therapy would soon be exhausted 
as a result of the consequent increased hos- 
pital retention rate. 

In the organization of a shock unit its edu- 
cational functions should not be forgotten. 
For the sake of patients and physicians, the 
entire staff should have a clear understanding 
of the potentialities and limitations of these 
methods. Among other ways we attempt to 
facilitate this by requiring internes and others 
to spend certain regular periods in the shock 
unit and by holding staff meetings at a time 
when physicians in the treatment division 
may conveniently attend. As far as we can 
we are trying to make the idea of shock 
therapy an integral part of our psychiatric 
point of view. For the education of men 
actually engaged in the work, lectures and 
reading are a valuable source of information 
but many things in this field are never pub- 
lished, or only long after they have come 
into general use. For this reason occasional 
visits to other clinics are to be recommended. 
These have proved of value to us and in- 
deed, much of this communication consists 
of points evolved directly or indirectly in 
response to such stimuli, and tested by prac- 
tical experience. 

The application of other established meth- 
ods such as occupational therapy in conjunc- 
tion with shock has the same indications as 
elsewhere in a psychiatric organization. An 
insulin ward offers unusual if somewhat un- 
orthodox opportunities in this direction. 
The burden of routine is so heavy that 
patients have ample occupation and there is 


| Mar. 


useful work of all kinds for anyone who 
will do it. Patients respond well to this situa- 
tion and are usually very willing to take part 
in this activity which is of direct and ob- 
vious value to others. One often sees them 
hard at work feeding and caring for their 
fellows when they themselves have only been 
out of coma for a half hour. 

Paroles from this unit are passed upon by 
the same officers who do this work for the 
rest of the hospital. This appears to have the 
advantage of allowing an impartial judge to 
pass on the results of the treatment. An 
arrangement whereby the treating physician 
may follow his patients in the outpatient de- 
partment is being developed as it has been 
found satisfactory elsewhere. 

It is not within the scope of this paper 
to present any statistical analysis of treat- 
In one carefully 
100 controlled schizo- 
phrenics taken in sequence without regard 
for duration of illness we came to the con- 
clusion that over a two-year period the 
treated cases needed about one-third less 
days of hospital care than the untreated ones. 
Clinical evaluation of treatment effect is still 
a valid method and from this point of view 
we have no doubt that shock treatment is a 
therapeutically active procedure of the great- 
est value in our work and that we have for 
the last five years seen it produce a long 
series of effects which are beyond com- 
parison superior to anything which we have 
seen previously. 


ment results or of costs. 
examined series of 


A strict cost accounting is rendered diffi- 
cult if not impossible since we have little 
idea of the cost of hospitalization in patients 
of various behavior types. It is quite obvious 
that the expense is great for a patient who 
requires sedation, restraint, much personal 
service, who destroys property and gives 
rise to all sorts of medical, psychiatric and 
administrative problems whereas the cost for 
an industrious patient is minimal. Simple 
parole statistics do not reflect any change in 
intramural behavior which may result from 
shock therapy, yet they occur and probably 
represent an important entry on the credit 
side of the shock therapy ledger. 

The intangibles still are most important 
and for people fitted to do this therapy there 
is no type of psychiatry which is more satis- 
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fying. The work is a stimulus to investiga- 
tion and it is encouraging to notice the 
amount of research which has come from 
hospitals giving shock therapy. In planning 
for the program it is well for the administra- 
tor to make some provision to assist this 
trend. 


SUMMARY AND CONCLUSIONS 


Imperfect and unsatisfactory as it is at the 
present time shock therapy is economically, 
medically and socially justifiable. It is indi- 
cated in the treatment of mental disturbances 
unassociated with gross organic brain disease, 
where illness has been serious enough to lead 
to recent commitment to a state hospital, un- 
less there are severe physical contraindica- 
tions or unless there is a clear history of con- 
tinuous illness outside of the hospital for 
several years. It appears to be a treatment of 
choice. From a five-year experience with 
this method in a large state hospital the 
authors conclude that the treatment is very 
conveniently and efficiently applied in a cen- 
tral unit where all patients are housed and 
where insulin, metrazol and electric shock 
therapy are given in parallel, with the idea 
of finding which treatment or what combi- 
nation of treatments will produce the best 
result in each individual case. Costs per 


capita fall rapidly as the capacity of the 
treatment unit rises and it may be said that 
a unit with a capacity of 30 to 40 patients 
with two physicians is quite satisfactory from 
the operational point of view. Experience 
with the method and with choices of patients 
and therapies has somewhat the character- 
istics of an art. One cannot therefore expect 
good results from such an organization until 
it has had a year or two in which to develop 
its technique and experience. Finally, we 
feel that the treatment pays for itself in an 
improved parole rate, better public relations 
and intangible human values, both for the 
hospital staff and the community which it 
serves. 
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EFFECT OF VARIOUS MODES OF ADMINISTRATION OF INSULIN 
ON THE HYPOGLYCEMIA IN PATIENTS UNDERGOING 
INSULIN SHOCK THERAPY ° 


WALTER GOLDFARB, 


The efficacy of the insulin treatment for 
mental disease has been encouraging enough 
to warrant further use. At this particular 
time when supplies of medications are lim- 
ited in various parts of the world, the method 
has the objection of consuming large 
amounts of glucose and insulin. In an effort 
to conserve supplies several modifications of 
the method have been reported in the recent 
literature. Magregor and Sandison(14) at- 
tempted to reduce the amounts of glucose 
required by terminating the insulin shock 
with 7 grams of glucose intravenously fol- 
lowed by a soup made of 12 ounces of 
potatoes. They found that coma could be 
terminated by the potato starch as well as 
by glucose. 

A number of studies have been reported 
on the intravenous use of insulin in an at- 
tempt to reduce the amounts required for 
coma. Earlier studies with smaller doses on 
animals have shown that the intravenous ad- 
ministration produced a more prompt fall of 
blood sugar, and a more rapid recovery. 
These results have been confirmed in man, 
and in general it was found that the blood 
sugar reaches its lowest point in 18 to 35 
minutes and is followed by a rapid re- 
covery(2-6). Sherman, et al.(7) studied the 
blood sugar changes in 13 schizophrenic pa- 
tients given coma-producing doses of insulin 
subcutaneously and intravenously. The coma 
ensued earlier after intravenous insulin but 
the dosage required was about the same. 
Jones(8) compared the effects of coma 
doses administered intravenously and intra- 
muscularly. In 7 cases the intravenous route 
shortened the time of onset of coma approxi- 
mately 45 minutes but there was no appre- 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 
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ciable difference in dosage. Similar observa- 
tions have been recently reported by Polatin, 
et al.(g). These reports are in contrast to 
that of Magregor and Sandison(1) who 
found that the intravenous route reduced 
the dosage by 47 per cent. This conflicting 
evidence on the effect of intravenous insulin 
on the dosage required for coma, and some 
observations of our own on hypoglycemia in 
dogs made it of interest to reinvestigate the 
problem. We have studied the blood sugar 
curves in man after the intravenous and 
intramuscular administration of the insulin, 
and also compared the effects of the admin- 
istration of insulin, of insulin in small 
divided doses. The results are reported in 
the present paper. 

Analytic Method——The blood samples 
were precipitated within 2 minutes after 
withdrawal to prevent glycosis(10). The 
blood sugar was estimated in an aliquot of 
0.2 c.c. of blood (2 c.c. of blood filtrate) by 
a modification(11) of the Hagedorn-Jensen 
method, 0.002 N instead of 0.005 N sodium 
thiosulphate being used for the final titration. 
The samples were analyzed in duplicate and 
the duplicate determinations never varied 
more than 0.7 mg. per cent. 

Experimental.—The subjects of this inves- 
tigation consisted of 15 schizophrenic pa- 
tients undergoing insulin shock treatment 
(12). Treatment was given on 6 days 
each week, and at intervals the various modi- 
fications of the method of administration of 
insulin were instituted and the blood sugar 
curves estimated. In all the present experi- 
ments zinc crystalline insulin was used. 

We have compared the effects on the blood 
sugar curves of the administration of insulin 
intramuscularly and intravenously, using the 
same dose by the two routes on successive 
days. The curves of 3 typical experiments 
are presented in Fig. 1. The dosages were 
120, 100 and 200 units respectively. It may 
be seen that after intravenous administration 
the fall in blood sugar is more precipitous, 
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but that the eventual level observed during 
coma was not appreciably different. The on- 
set of coma was invariably earlier after intra- 
venous therapy. The intravenous route pro- 
duced a hypoglycemic blood sugar level 
within 4 hour, but the onset of coma was 
delayed from 1 to 2 hours after these levels 
were reached. 

In the course of an investigation on hypo- 
glycemic shock in dogs it was found that 
these animals were markedly resistant to in- 
sulin. A dosage of 15 units per kilo produced 
a blood sugar level of 40 mg. per cent in 
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interest to investigate the effects of divided 
doses on the hypoglycemia in man. 
Observations were made on a group of 10 
patients undergoing the insulin shock treat- 
ment. The insulin was administered intra- 
venously to avoid possible differences which 
might arise in absorption and locus of injec- 
tion. The total dosage in these experiments 
varied from 48 to 200 units. We determined 
the minimum dose required to produce 
coma when it was administered in from 4 to 
6 portions at } hour intervals. On the fol- 
lowing day the total dose was injected at 


Ne 


1 


1 
HOURS 


Ne 


(Dad 
_ 
we 
we 


Fic. 1—Comparison of intravenous and intramuscular insulin. Solid line indicates intravenous 


route, and dotted line the intramuscular route. 
II=100 u.; III=200 u. 


about 5 hours, and the animals failed to pass 
into coma. When the animals were pre- 
medicated with 1 unit of protamine insulin 
the night before the experiment, a dosage of 
10 units of insulin per kilo reduced the blood 
sugar to 30 mg. per cent in 4 hours, and the 
animals roused from a short coma spon- 
taneously. We attempted to prolong the coma 
by administering the insulin in small doses 
at short intervals. It was found that after 
premedication with protamine insulin the ad- 
ministration of 2 units of insulin per kilo 
followed by 1 unit per kilo per hour produced 
a hypoglycemic level of less than 30 mg. per 
cent in 3 hours on a total dosage of 4 units 
per kilo. 

These observations on the effects of insulin 
administered in divided doses made it of 


Arrows indicate onsent of coma. Doses: I=120 u.; 


once. The blood sugar was estimated at fre- 
quent intervals. The results of 6 typical 
observations are presented in Fig. 2. It may 
be seen that the technique of divided doses 
maintained the hypoglycemia for a longer 
period, and that in 5 of the 6 experiments 
coma did not develop after the single injection 
of the total dose. In patient number 2 the 
administration of divided doses was both 
preceded and followed by the administration 
of a single dose, and the same effect observed. 

In another series of 8 patients, the mini- 
mum single coma dose of insulin was deter- 
mined. On the following day insulin was 
administered in small doses at $ hour inter- 
vals until the patient lapsed into coma. The 
insulin required was reduced from 25 to 50 
per cent. Similar results were observed when 
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the insulin was administered intramuscularly. 

In 8 of these patients the therapy was 
started with divided doses administered 
intravenously, in order to determine the 
number of days required until the first coma. 
We found that in all cases coma could be 
produced in from 1 to 6 days of treatment. 
This may be compared with the fact that 73 
per cent of 131 consecutive cases treated in 


100 + 


60 


40- 


sented evidence which indicates that the 
administration of insulin in small divided 
doses is more effective in lowering the blood 
sugar. This observation is consistent with 
the hypothesis that the insulin is partially 
destroyed in the body without producing its 
hypoglycemic effect. 

In the interest of conserving supplies of 
this valuable pharmaceutical, the method of 
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Fic. 2.—Comparison of single and divided doses of insulin. Solid line indicates the divided 
doses and dotted line the single dose. Arrows indicate the onset of coma. Doses: I—48 u.; II—60 u.; 


u.; IV=200 u.; V=120 u.; VI=60 u. 


the ordinary manner required 7 or more days 
to be brought to the coma producing dose. 
Discussion.—Our observations on the com- 
parison of the intravenous and intramuscular 
use of insulin are in agreement with those 
of Jones(8) and Polatin, et al.(g) who re- 
ported that there was no appreciable dif- 
ference in the dose required to produce coma. 
These observations differ from those re- 
ported by Magregor and Sandison(1), and 
we can offer no explanation to account for 
the difference in the results. We have pre- 


using divided doses offers the double ad- 
vantage of requiring smaller doses to produce 
the desired coma, and the fact that the initial 
coma may be produced in fewer days. The 
present series of patients is too small to per- 
mit the estimation of any difference that may 
occur in the therapeutic effect. 
Conclusions——The production of hypo- 
glycemic coma by the intravenous use of 
insulin required essentially the same amounts 
of insulin as the intramuscular route. The 
onset of coma occurred earlier after intra- 
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venous insulin injection. The administration 
of insulin in divided doses both intravenously 
and intramuscularly reduced the amounts re- 
quired to produce hypoglycemic coma, and 
reduced the number of days required to pro- 
duce the initial coma. 
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ELECTRIC SHOCK TREATMENT IN GENERAL PARESIS 


GERT HEILBRUNN, M.D., ann PAUL FELDMAN, M.D. 
Chicago, Illinois 


Shock treatment of the psychotic mani- 
festations in patients diagnosed psychosis 
with syphilitic meningo-encephalitis has been 
carried out so far by only a few workers. 
According to a previous report(1), six 
paretic patients with markedly schizophrenic- 
like symptoms, who had failed to improve 
under fever and chemotherapy, had been 
subjected to insulin shock and had remained 
unimproved. Kenyon and_ associates(2), 
however, reported startling therapeutic re- 
sults with metrazol convulsions in paretics 
who had not been benefited by hyperpyrexia 
and chemotherapy. 

Their encouraging results prompted a fur- 
ther trial of convulsive shock therapy with 
patients diagnosed psychosis with syphilitic 
meningo-encephalitis. Five patients, in whom 
fever and chemotherapy had failed to im- 
prove the psychotic manifestations, were 
chosen. None of these patients had at any 
time suffered from spontaneous convulsive 
seizures. Alternating electric current was 
employed instead of metrazol as the con- 
vulsive agent. 

The same procedure was observed as in 
electric shock treatment of functional psy- 
choses. Preceding examination revealed 
satisfactory condition of the cardiovascular 
and respiratory systems. The electrodes were 
applied to the temples and contact insured 
by the use of electrode jelly. The initial 
amount of current was usually 250-350 mA, 
for 3/10 second at a tension of 60-70 volts. 
The “dosage” was gradually increased until 
a convulsant dose was found. The treatment 
was given two to three times a week. 

It is fully realized that the values pertain- 
ing to the current are only approximate since 
the machine used cannot be calibrated 
precisely. 


MATERIAL 


Case 1.—Patient was a 40-year-old white male, 
date of original luetic infection unknown. History 
revealed that the patient during the first part of 
1939 was sleepless and extremely quarrelsome. 
Acute psychotic symptoms began in October, 1940. 
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Patient became careless, 


mute. 


untidy, disoriented and 
It is questionable whether he hallucinated. 
Physical examination upon admission to the hos- 
pital revealed Argyll-Robertson pupils, anisocoria, 
ptosis of the left eyelid, absent patellar and Achilles 
reflexes, diminished deep pain sense, positive Rom- 
berg and dysarthria. Blood and spinal fluid 
showed the typical findings of a syphilitic meningo- 
encephalitis. 

In June, 1941, patient completed malaria therapy 
and was placed on chemotherapy. At the time shock 
treatment was started, he was receiving bi-weekly 
injections of bismuth. 

Mental examination just prior to shock treatment 
revealed a well nourished white male, slovenly in 
appearance, with many stigmata of deterioration. 
He was in poor contact and his speech was both 
incoherent and irrelevant. He appeared markedly 
confused and hallucinated. 

After a few preliminary trials with low current, 
the patient was finally given 500 mA, for 3/10 of a 
second, which produced but a single insignificant 
myoclonic jerk. Respiration ceased on application 
of the current, and the patient rapidly became ex- 
tremely cyanotic, giving no indication that respira- 


tion would be spontaneously resumed. Artificial 
respiration finally succeeded in restoring active 
breathing. The patient gradually returned to con- 


sciousness, and presented a complete amnesia for 
the entire episode. That evening the change in the 
patient’s mental condition was most impressive. He 
began to speak coherently and relevantly, expressed 
a desire to see his family, and penned a very in- 
telligent letter to his wife. 

The patient’s unfavorable physical response to the 
initial treatment however, prompted discontinuance 
of further therapy. The striking improvement, 
nevertheless, challenged continuance of shock 
therapy. Treatment was instituted again with ut- 
most care, five days after the foregoing incident. 
Densities smaller than 350 mA current produced 
no visible reaction. With 350 mA, for 5/10 of a 
second, patient developed a petit mal without after- 
effects. On the seventh day, 425 mA were given for 
3/10 of a second; on the tenth day, 500 mA for 
3/10 second, and on the sixteenth day, 500 mA for 
3/10 second, resulting at all times in a petit mal 
reaction. On the nineteenth day, the same amount 
of current was allowed to pass for 5/10 second, and 
the patient developed a typical grand mal seizure. 
As expected, cyanosis appeared, and at the end of 
the clonic stage the patient made two inspiratory 
movements, and then ceased breathing. The radial 
pulse was not discernible and the apex beat was 
very weak. Cyanosis became most profound, and 
the patient appeared to be in a terminal state. Arti- 
ficial respiration was instituted and four cc. of 
coramine were injected intravenously. With con- 


194. 


side! 
rees' 
scio' 
rest! 
arm 
the 
in a 
was 
ousl 
eme 
evel 
of ( 
plet 
fluit 


gra 
his 
hin 
ab 
an 
fit 
rer 


| 
tru 
lue 
cel 
| 
mi 
de 
| bo 
ha 
Dt 
ch 
he 
ac 
| ti 
tc 
il 
q 
n 
Sz 
h 
s] 
t 
|_| 


nted and 
lucinated. 
the hos- 
nisocoria, 
1 Achilles 
ive Rom- 
nal fluid 
meningo- 


a therapy 
me shock 
bi-weekly 


treatment 
ovenly in 
rioration. 
was both 
markedly 


current, 
3/10 of a 
ignificant 
plication 
‘ame ex- 
respira- 
Artificial 
g active 
to con- 
iesia for 
re in the 
sive. He 
xpressed 
very in- 


se to the 
tinuance 
verment, 
shock 
with ut- 
incident. 
roduced 
Io of a 
it after- 
iven for 
mA for 
mA for 
etit mal 
amount 
ynd, and 
seizure. 
of 
piratory 
e radial 
eat was 
nd, and 
>. Arti- 
cc. of 
th con- 


1943} 


HEILBRUNN AND P. FELDMAN 703 


siderable difficulty, the pulse and respiration were 
reestablished but the patient did not regain con- 
sciousness. After five minutes he displayed marked 
restlessness and windmill-like movements of his 
arms. Respiration was of the Biot type. During 
the next thirty minutes, this restlessness occurred 
in attacks, each lasting 30-60 seconds. The patient 
was given fifty cc. of 50 per cent glucose intraven- 
ously and made a favorable response—gradually 
emerging from the coma. Convalescence was un- 
eventful aside from the complaint for a few days 
of dysthesias of the left hand, but these had com- 
pletely subsided on the seventh day. The spinal 
fluid did not reveal the presence of blood. 

Since this last treatment, patient has developed 
grandiose ideas. A woman, whom he identified as 
his mother, appeared to him in a dream, and told 
him how to create inventions which will make him 
a billionaire. At the present time he is working on 
an idea for an electric pencil-sharpener, a key to 
fit all locks, and a cigarette which lights when 
removed from the pack. 


CasE 2.—A thirty-eight-year-old colored male, 
truck driver by occupation. The duration of his 
luetic infection is not known, but he had been re- 
ceiving luetic therapy for a short time prior to ad- 
mission. In the fall of 1938, the patient, who was 
described as ordinarily getting along with every- 
body, became quarrelsome and argumentative and 
had shown increasing desire for alcoholic beverages. 
Suddenly, in March, 1940, he became acutely psy- 
chotic. Physical examination on admission to the 
hospital revealed Argyll-Robertson pupils, hyper- 
active reflexes and a mild dysarthria. Serology 
was typical for general paresis. Mental examina- 
tion revealed the patient to be in a poor state of 
contact. He was quite manneristic. He responded 
to questions either by a nod of the head and a rather 
inane grin or in an incoherent jumble. 

In May, 1940, the patient completed a course of 
quartan malaria without any improvement in his 
mental status. Subsequent chemotherapy (trypar- 
samide and bismuth) failed, likewise, to improve 
his condition. In September, 1941, the patient 
showed essentially the same mental picture. He 
was seclusive, dull, and indifferent emotionally, and 
was observed to hallucinate. Under the influence 
of intravenous sodium amytal he answered simple 
questions relative to his name and age, etc., and 
throughout the narcosis reacted as though halluci- 
nating; he attempted to pick imaginary objects out 
of the air and on several occasions kept repeating : 
“g-o-d, g-o-d, g-o-d.” 

Electric shock therapy was initiated. The first 
treatment (400 mA, 0.3 seconds) produced a grand 
mal reaction. Five days later, the patient received 
a similar dose and again sustained a convulsion. 
Following a few inspiratory gasps at the termina- 
tion of the convulsions, this patient displayed the 
same train of events mentioned in Case 1, and 
respiration ceased. Pulse became extremely poor 
and the patient appeared terminal. Artificial respira- 
tion was immediately instituted and normal breath- 
ing was reestablished, but after several minutes. 


At the present time, the patient shows no change 
in his mental condition, and further therapy was 
not considered because of this untoward reaction. 
Spinal fluid examination nine days later revealed 
no different findings from the preceding ones. There 
was no evidence of blood. The patient’s physical 
and mental condition has remained unchanged since 
treatment was discontinued. 


CasE 3.—A fifty-four-year-old white male—dis- 
played mental symptoms in October, 1940, char- 
acterized by delusions of grandeur and mild para- 
noid ideas. The date of his luetic infection is not 
known. Upon admission to the hospital, the physical 
examination revealed pin point pupils, absent 
patellar reflexes and a positive Abadie’s sign; 
blood and spinal fluid findings were indicative of 
a syphilitic meningo-encephalitis. 

Patient received a course of quartan malaria in 
November, 1940 with no change in his mental state. 
Mental examination prior to the institution of elec- 
tric shock in September, 1941 revealed delusions 
of grandeur, marked hyperactivity, irritability and 
combativeness. .The first treatment (300 mA for 
3/10 second), as well as the second one six days 
later (300 mA, 0.5 second) were not followed by 
a visible clinical response. On the eighth day, 
400 mA were applied for 5/10 second, again no 
convulsion ensued but this time patient ceased to 
breathe, became cyanotic and artificial respiration 
had to be instituted. Convalescence was uneventful. 
Spinal fluid findings before and after electric 
shock therapy were essentially the same. There 
has been no change in the patient’s mental status. 
Further treatment was not considered. 


Case 4.—Patient was a forty-one-year-old white 
male, exact duration of lues is not known. First 
mental symptoms (paranoid delusions and ideas of 
grandeur) were noted in May, 1939; during the 
same month the patient was admitted to the hos- 
pital, where, based upon serologic and mental find- 
ings, the diagnosis of general paresis was made. 
The patient received a course of malaria fever in 
June of the same year. Following the fever 
therapy, the patient lost a goodly number of his 
ideas and was released from the hospital—con- 
tinuing to receive anti-luetic therapy on the outside. 
Hospitalization was again necessary in June, 1940. 
Despite a second course of malaria in September, 
1940 the patient’s mental condition became worse. 
Prior to electric shock therapy in mid-September, 
1941 he was somewhat deteriorated, slovenly, super- 
ficial and silly in attitude; he displayed peculiar 
convulsive jerking movements of his abdomen 
which he attributed to “malaria pumping in my 
body.” 

Physical examination revealed rigidly contracted 
pupils, loss of deep sensibility, hyperactive reflexes, 
bilateral positive Babinski and Gordon, and a fine 
tremor of the hands. The first treatment consisted 
of 375 mA for 3/Io second, and a grand mal 
seizure resulted. On the fifth day, 400 mA for 
3/10 seconds again resulted in a grand mal seizure, 
and this dose was repeated on the seventh and 
tenth days, on all occasions resulting in a convul- 
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sion. On the sixteenth day, the patient received the 
same dose with no reaction—this was repeated on 
the eighteenth day, and again resulted in a grand 
mal seizure. Following this treatment, the patient 
began to complain of being dizzy and weak—this 
persi ted for several days and then subsided. On 
the twenty-third day, the patient was given 400 mA 
for 3/10 seconds, with no reaction. Following this 
treatment, however, the complaints of dizziness and 
weakness appeared in a much aggravated form. 
Because of these complaints, it was deemed wise 
to terminate the treatments. There has been no 
change in the patient’s mental status. 

Rorschach studies before and after electric shock 
treatment did not yield significant differences. 


Case 5—a thirty-two-year old colored male—has 
been receiving anti-luetic therapy since 1936; the 
spinal fluid was known to be positive in 1938. 
Mental symptoms began to present themselves in 
May, 1940. The patient became irritable, expressed 
a fear of dying and smiled and mumbled to him- 
self. Upon examination in the hospital in July, 
1940, he appeared confused and expressed visual 
and auditory hallucinations. Serology was positive 


ELECTRIC SHOCK TREATMENT IN GENERAL PARESIS 


| Mar. 


psychotic symptoms had been present for an 
average of sixteen months, and an average 
of thirteen months had elapsed since the 
patient had received malaria therapy. In 
not one case was any improvement notice- 
able—not even in the patients W. D. and 
J. B., who had had five convulsions each. 
The number of both patients and convulsions, 
however, is too small to warrant a definite 
statement as to the therapeutic value of 
electric shock therapy in paretics. 

The 
of the aforementioned complications in four 


treatment was discontinued because 
of the five cases. They consisted of severe 
vascular collapse, cessation of respiration for 
an alarming period of time and the immense 
difficulty encountered in restoring both cir- 
culatory and respiratory functions in three 
cases, and repeated complaints of weakness 


TABLE I 
Months 
Duration of elapsed be- ; Sequence 
psychotic tween com- Sequence of number of 
symptoms pletion of reactions: treatments 
prior to malaria and Total (M) = Minimal when com- 
electric shock electric shock number of reaction plication 
Name Age (in months) treatment treatments (C) = Convulsion occurred 
J.M. 40 II 3 7 M-M-M-M-M-M-C 1-7 
H.N. 38 18 15 2 C-C 2 
pe 54 II 10 3 M-M-M 3 
41 27 25 C-C-C-C-M-C-M 7 
W.D. 32 15 II 4 C-C-C-C-M-C-M — 


in both the blood and spinal fluid; patient received 
a course of fever therapy in October, 1940, with no 
improvement in his mental status. Mental examina- 
tion prior to electric treatments in mid-September, 
1941, revealed a profoundly deteriorated colored 
male who spoke in an unintelligible jargon, dis- 
playing many echopractic movements. The first 
treatment consisted of 500 mA for 3/10 second, 
and a grand mal seizure was obtained. Treatment 
was repeated on the fourth, seventh and tenth days, 
resulting in a grand mal seizure on each occasion. 
On the sixteenth day, this amount of current 
failed to produce any reaction, but when repeated 
on the eighteenth day again resulted in a grand 
mal seizure. On the twenty-third day, patient was 
again given 350 mA for 3/10 second, and sustained 
a petit mal seizure. At this time, further treat- 
ment was not considered because patient had failed 
to reveal any evidence of improvement, and be- 
cause of the unfavorable results in the other cases. 


COMMENT 


From Table I one learns that at the be- 
ginning of electric shock therapy the average 
age of the patients was forty-one years. The 


These untoward 
effects occurred not alone after a convulsion 
but even after a minor subconvulsive reac- 
tion immediately upon passage of the cur- 


and dizziness in one case. 


rent which did not exceed the time and 
strength used in treatment of functional 
psychoses. 


In the search for an explanation of these 
accidents which did not occur in the treat- 
ment of functional psychoses one must as- 
sume that the syphilitic brain constitutes a 
locus minoris resistentiae prone to succumb 
rather readily to an exogenous force such as 
an electrically induced convulsion. In the 
light of recent investigations one may suspect 
that one or both of two factors underlie the 
described clinical complications. 

A. Alpers(3), Heilbrunn and Weil(4), 
and Neubuerger and his associates(5) 
demonstrated petechial hemorrhages in the 
central nervous system of experimental ani- 
mals following electrical shock. Levy(6) 
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and Alpers and Hughes(7) found similar 
hemorrhagic lesions in the human brain after 
electric shock therapy. The histological find- 
ings of ruptured vessel walls allowed the 
conclusion that the increased pressure in the 
arterio-venous system could be regarded as 
the direct cause of the hemorrhages. It can 
therefore be surmised that such hemorrhages 
may be more numerous and extensive in a 
brain whose vessels are known to be affected 
by the syphilitic disease process. 

B. Disturbance of the cerebral circulation 
during electric convulsions was believed to 
be of essential importance in the formation 
of brain changes by Morrison, Weeks and 
Cobb(8), Alexander(g), and Echlin(10). 
Neubuerger and co-workers(5) reporting 
ischemic ganglion cell changes also attribute 
their findings to involvement of the cerebral 
circulation, particularly to contraction of 
cerebral arteries. Heilbrunn and Liebert (11) 
were able to demonstrate similar ischemic 
ganglion cell changes in biopsy specimens 
taken from rabbits as early as I and 2 
minutes after an electric convulsion. 

One may, therefore, relate the severe clini- 
cal complications following electrically in- 
duced convulsions in syphilitically infected 
brains to a heightened vulnerability of their 
ganglion cells. 


SUMMARY 


Electric shock therapy proved to be a 
perilous procedure in patients diagnosed psy- 
chosis with syphilitic meningo-encephalitis. 

Alarming cardiovascular and respiratory 
failure accompanying a major reaction or 
even a minimum reaction necessitated dis- 
continuance of this kind of therapy before 


any clinical improvement was noticeable. 
Therefore, no evaluation regarding thera- 
peutic benefit can be ventured. Two factors 
were discussed that may be responsible for 
the severe complications. 
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ON THE USE OF STRYCHNINE IN THE CURARE-AIDED 
METRAZOL TREATMENT OF PSYCHOSES* 


MARCEL HEIMAN, M.D. 


Since metrazol was introduced by Meduna 
(1) for the treatment of schizophrenia in 
the year 1935, various modifications have 
been suggested or introduced. Briefly, these 
consisted either of substitutes for the con- 
vulsive drugs, for example, coramin, picro- 
toxin, triazol (Mayer-Gross, W., and Walk, 
A.(2)), or of an additional drug to soften 
the convulsive effect of metrazol, as curare, 
magnesium sulfate (Bennett (3), Yaskin(4) ). 
Since I am concerned here only with the 
pharmacological approach, consideration is 
not given to electro-shock therapy. One of 
the most important modifications which has 
helped to put the convulsive treatment on a 
safer basis has been the use of curare. At 
the time curare was introduced, metrazol 
had found its field of choice in the treatment 
of the affective psychoses. Following the 
introduction of curare, investigations re- 
vealed that the motor manifestations of the 
convulsion were not required to obtain the 
desired therapeutic result. The addition of 
curare eliminated the danger of fractures, 
but was accompanied by other side-effects. 
These consisted particularly of the action of 
curare on the respiratory muscles. Although 
it is in the hand of the physician to over- 
come the respiratory paresis with artificial 
respiration and with the help of prostigmin, 
it nevertheless may constitute a complica- 
tion. Further, there is an annoying condi- 
tion connected with the metrazol treatment, 
namely, the increasing tolerance of the pa- 
tient toward metrazol. The more the dos- 
age of metrazol is increased, the more diffi- 
cult is it to inject the drug with sufficient 
speed. Various methods have been devised 
to break through this vicious circle. 

Statements found in the literature (Har- 
ris, M. M.(5)) pointing out that fractures 
can be prevented effectively by the use of 


1From the Mt. Pleasant State Hospital, Mt. 
Pleasant, Iowa. 

The writer is greatly indebted to Dr. L. P. 
Ristine, Superintendent, for many valuable criti- 
cisms and suggestions. 
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hyperextension, and that consequently curare 
could be dispensed with or was contraindi- 
cated, are not in accord with our opinion. The 
softening of the convulsion is not only neces- 
sary for the prevention of fractures but helps 
to diminish one of the most undesirable 
effects of the treatment. The convulsion 
without curare leaves the patient exhausted, 
and increases his fear of the next treatment. 
For that particular reason, without consider- 
ing the effectiveness of various shock thera- 
pies, metrazol in combination with curare 
seems to me methodically better. This inves- 
tigation, therefore, is based on the combined 
metrazol-curare treatment, and was carried 
out to improve some of the shortcomings of 
this method. This investigation originated in 
an observation I made during the winter of 
1939 and 1940. I happened to give first aid 
to a worker who arrived at the hospital in 
severe traumatic shock, after being hit in 
the abdomen by metal parts of an exploded 
boiler. Of various analeptic drugs at hand, 
I gave first one ampule of caffeine s. c., fol- 
lowed with strychnine gr. 1/60 s. c. and a 
few minutes later 3 cc. of metrazol intra- 
venously. Shortly following the injection of 
metrazol, the patient still being in shock ex- 
perienced a convulsion which I could not ac- 
count for at that time. The patient did not 
have any ill effects from the convulsion. 

Attempting to establish a connection be- 
tween the convulsion and the administered 
drugs, I ventured the thought that either 
caffeine or strychnine had sensitized the cen- 
tral nervous system to the following injec- 
tion of metrazol. Cerebral anemia might 
have been partly responsible, too. Giving 
preference to strychnine, I began to investi- 
gate systematically the sensitizing effect of 
strychnine during the metrazol treatments 
of mental patients. 


FINDINGS 
This study was carried out between July 


1941 and March 1942, at the State Hospital 
in Mt. Pleasant, Iowa. 368 treatments were 
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given to 30 female patients. Special atten- 
tion was paid to the dose of metrazol, the 
respiration, the blood pressure and pulse, the 
blood sugar and the clinical improvement. 

Technic—In the beginning I experi- 
mented with the dosage of strychnine and 
the time relationship between strychnine and 
curare on one hand, and strychnine and 
metrazol on the other. Since the interval be- 
tween the injection of curare and the injec- 
tion of metrazol is determined by the action 
of the former drug, I began to give strych- 
nine subcutaneously at intervals varying from 
5 to 15 minutes preceding the injection of 
curare. Later I decreased the time to 2 min- 
utes, giving from 1/40 to 1/80 gr. of strych- 
nine. Noting that the effect of strychnine 
was more pronounced if administered shortly 
before the injection of metrazol and almost 
independent of the dosage of strychnine, I 
reduced the interval to one minute. It ap- 
peared then that it would be of advantage 
to inject the strychnine intravenously im- 
mediately preceding the injection of curare. 
Finally, to simplify the procedure, I tested 
the solubility of strychnine in the curare solu- 
tion and found that the two could be used 
simultaneously. 

With the first treatment curare only is 
given, and in an amount corresponding with 
the weight of the patient. Two minutes later, 
it is followed usually by 4 cc. of metrazol. 
The first treatment serves to determine the 
reaction of the patient to curare. Blood pres- 
sure and pulse are recorded, the respiration 
watched, and any other undesirable effects 
looked for. With the second treatment the 
patient receives intravenously strychnine gr. 
1/120 simultaneously with curare, the injec- 
tion lasting from 70 to go seconds. Eighty 
to 100 seconds later, we follow with the same 
amount of metrazol as given at the first 
treatment. Starting with the second treat- 
ment, we increase the amount of curare 
independently of the weight of the patient. 
Our aim is to produce a convulsion with 
minimal or absent muscular contraction. Un- 
der normal conditions the danger of an ar- 
rested respiration is greatly reduced, as will 
be discussed later. If the injection of metra- 
zol does not cause a convulsion, repetition of 
the same dosage usually suffices to do so, 
particularly if symptoms of central excita- 


tion such as coughing, blinking of the eyes 
and twitching of the muscles of the hands 
were noticeable following the first dose. If 
some of these symptoms of central excita- 
tion are not noted following the first dose, 
the repeated dose should be increased by 
0.2 cc. I found it important to administer 
the second injection as soon as possible fol- 
lowing the first. It is a matter of judgment 
whether to give the same dosage of metra- 
zol on the following treatment, or to increase 
the amount by 0.2 cc. However, the amount 
of strychnine should be increased as soon as 
tolerance to metrazol develops. We increased 
strychnine gradually from gr. 1/120 to 1/90, 
1/60 and to 1/30. In a number of cases, no 
tolerance to metrazol seemed to develop at 
all. In those cases, sensitization to metrazol 
should be expected, and we therefore de- 
creased the amount of metrazol gradually 
by 0.2 cc. We found it advisable to increase 
the dosage of strychnine when this attempt 
to decrease the metrazol dosage is made. 

A great number of the patients who are 
selected for metrazol treatment are under- 
weight. Since the loss of weight is expressed 
rather in a diminished content of fluids and 
fat, than in a reduction of muscle tissue, the 
weight recorded at the time of the treatment 
is not a true index of the curare requirement. 
At the beginning of the metrazol treatment, 
the requirement of curare should be calcu- 
lated by the “ought weight” and not by the 
actual weight. As soon, however, as strych- 
nine is added, beginning from the second 
treatment, we disregard the weight com- 
pletely. The weight of the patient is de- 
termined, nevertheless, previous to every 
treatment. We increased the dosage of curare 
according to the severity of the muscular 
contraction during the convulsion. In most 
of the patients after three or four treatments, 
we are able to obtain a convulsion during 
which the muscles were so soft that the ex- 
tremities could be moved passively quite 
easily during the convulsion. In some cases 
we gave as many milligrams of curare as 
the patient has pounds of weight. With the 
use of strychnine the amount of curare was 
increased from 61 mg. to 76 mg. for the 
average patient. 

Respiration—Most important was the ob- 
servation of the respiration. Previous to the 
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convulsion following the injection of curare, 
various effects are either complained of by 
the patient, or noticed by the observer. Some 
patients complain of a feeling of pressure 
over the chest, which apparently adds to 
their anxiety. Others develop a respiratory 
stridor resembling an asthmatic attack. Some 
patients complain of air hunger. Gasping 
respiration with participating movement of 
the alae nasi may be observed. Spirograms 
show how the expansion of the chest gradu- 
ally decreases under the influence of curare. 
The symptoms as described above disappear 


to between one and five seconds, and usually 
only little cyanosis is noticeable. Our spiro- 
grams show that following the end of the 
convulsion the patient starts breathing with 
deep and, generally, regular respiratory 
movements (Figs. 1 and 2). If we observe 
the mechanism of the respiration we see 
that it is the thoracic type that is mostly im- 
paired by curare and reestablished by strych- 
nine. In only one case was it necessary to 
apply artificial respiration and to give pro- 
stigmin. Another case we decided to treat 
despite a severe kyphoscoliosis. She mani- 


Spirogram Without Strychnine 


End of convulsion 


Fic. 1.—Spirogram: Patient (Ruth B) received 96 mg. curare without strychnine. 6. treatment. 


7 cc. of metrazol. Indicated time units: 


one second. 


Spirogram With Strychnine 


End of convulsion 


LUE 


Fic. 2.—Spirogram: Patient (Ruth B) received 100 mg. curare together with strychnine 
gr. 1/30. 11. treatment: 8 cc. of metrazol. Indicated time units: one second. 


more or less regularly when strychnine is 
given just preceding or with curare. 
Following the convulsion, the symptoms of 
impaired respiration correspond with the 
amount of curare injected. The delay in 
resumption of respiratory movements is of 
most importance. This may require applica- 
tion of artificial respiration, or the adminis- 
tration of prostigmin. During the apneic 
phase cyanosis appears or becomes more 
severe if present during the convulsion. The 
addition of strychnine seems to cffset the 
paretic effect of curare on the respiratory 
mechanism. The apneic phase is shortened 


fested most severe cyanosis with cessation 
of the respiration, and required the injec- 
tion of prostigmin at the first treatment. No 
strychnine was used with the first treatment. 
During the following eleven treatments no 
other symptoms save severe cyanosis were 
encountered. Artificial respiration would 
have been of little help in this case, since the 
chest was markedly distorted. 

Dose of Metrazol_—Only about half of the 
cases in this series could be evaluated in re- 
gard to the requirement of metrazol. This was 
due to the fact that the technic as presented 
above was not outlined until rather late in 
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the course of our investigation. The rather 
small number of 16 patients is available for 
comparison of their metrazol requirement 
with that of 16 patients treated without 
strychnine as an adjuvant. Our average 
initial dosage of metrazol was 4.05 cc., our 
average maximum dosage was 5.00 cc. Thus, 
we had an average increase, as treatment 
progressed, of only 0.95 cc. or of 23.5 per 


MAXIMUM CONVULSIVE DOSE 
INITIAL CONVULSIVE DOSE 


7 8 
CC OF LO METRAZOL 


Fic. 3—Graphic demonstration of the minimum 
and maximum convulsive dose of metrazol in 16 
patients, treated without strychnine. 


cs} 
< 
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Fic. 4.—Graphic demonstration of the minimum 
and maximum convulsive dose of metrazol in 16 
patients, treated with strychnine. 


CC OF 10 METRAZOL 


cent. Compared to the same number of 
patients treated without strychnine at this 
hospital, the average initial dosage was 4.30 
cc. and the average maximum dosage 7.00 
c. The average increase in these was 2.70 
cc. or 62.7 per cent. This comparison ap- 
plies to the convulsive dosage of metrazol 
(Figs. 3 and 4). 

A clinical evaluation of the combined 
strychnine-curare-metrazol treatment will not 
be attempted at this time. It is noteworthy, 
however, that our results compare favorably 


with an equal number of cases treated with- 
out the use of strychnine. 


DISCUSSION 


It was our primary aim to remove some 
of the disadvantages connected with the com- 
bined curare-metrazol treatment. Our find- 
ings seem to indicate that the addition of 
strychnine has a beneficial effect upon the 
respiration. It is known that the stimulating 
action of strychnine is the more pronounced 
the more the respiratory center is paralyzed. 
For this reason, strychnine has been used 
lately rather widely in barbiturate poison- 
ing (Lenaro (6)). The anoxia in connection 
with the convulsion impairs the function of 
the respiratory center. In addition to that, 
curare impairs the respiratory mechanism by 
its peripheral action. 

In regard to its beneficial effect upon the 
respiration, strychnine seems to act in a two- 
fold manner. First, centrally: Physiological 
observations regarding the central action of 
strychnine indicate that it probably facili- 
tates the process of excitation (Wright(7) ). 
Travell and Gold(8) demonstrated that 
strychnine increases the excitability of the 
respiratory center by lowering its threshold. 
Secondly, strychnine has a peripheral action : 
The findings of Lapique(g) and of Bremer 
and Rylant(10), who observed an increase 
of the excitability of the peripheral nerves, 
are of importance here. While this action 
may be less important where convulsive doses 
of strychnine are concerned (D. de Barenne 
(11)) it may be of clinical importance re- 
garding the administration of subconvulsive 
doses. This is probably the reason that 
strychnine in rather large doses was recom- 
mended in diphtheritic paralysis (Cruchet 
and Ginestous(12) ). 

Our observations indicate that the use of 
strychnine produces a rather extensive reduc- 
tion of the convulsive dose of metrazol. It 
is difficult to compare the metrazol require- 
ment in our cases with findings of other 
authors. Most of them state only the initial 
dose and the maximum amount of metrazol 
used on the whole group, rather than the 
quantity used in individual cases. Very few 
investigators report on their average dosage. 
It seems that a maximum of between Io and 
15 cc. of metrazol was used by most of the 
authors (Winkelman(13), Reese and South- 


| 
| 
| 
1ent. | 


710 USE OF STRYCHNINE IN 


off(14), Delgado, Katzenelbogen et al.(15), 
Colomb and Wadsworth(16)). Of recent 
reports, only Osgood(17), publishes the 
average dosage used on his patients. On his 
whole material his initial average dosage was 
5.6 cc., the average maximum dose 10.5 cc. 
By comparing the various reports in the 
literature and the results at this institution 
previous to the use of strychnine with our 
findings, it becomes evident that strychnine 
reduces the patient’s tolerance to metrazol. 
Osgood, for instance, had to increase the 
amount of metrazol 87.5 per cent from the 
average initial to the average maximum dose, 
while our increase with the use of strychnine 
is 23.5 per cent. (Osgood’s material consists 
of male and female patients, therefore, the 
comparison is not quite valid.) A similar 
marked difference is observed when we com- 
pare 16 of our patients with the same num- 
ber of female patients treated without strych- 
nine. The increase in the amount of metra- 
zol is 62.7 per cent from the initial average 
to the maximum average dose. The lowering 
of the convulsive dosage of metrazol can be 
shown, too, by comparing the requirement 
of two patients who were treated at first 
without, and later with the use of strychnine. 
At the first course of treatment, a maximum 
convulsive dose of 6.3 cc. was given to one 
and 7.1 cc. was used in the other. The addi- 
tion of strychnine in the second treatment 
reduced the maximum convulsive dosage to 
5 cc. in the first patient, and 4.8 cc. in the 
other. 

According to the literature available, only 
once was strychnine used to influence the 
minimum convulsive dosage of metrazol 
(Redlich(18) ). Redlich gave strychnine, be- 
sides a number of other drugs, in conjunc- 
tion with metrazol, to man as well as to 
animals. He states that “although excitant 
drugs, such as strychnine and caffeine, les- 
sened the minimum convulsive dose of metra- 
zol in animals, they had very little effect on 
the sensitivity of man in such doses.” Never- 
theless, he reports in 8 instances the use of 
strychnine, in 7 of which he records a slight 
reduction of the metrazol requirement. Red- 
lich injected 5 mg. of strychnine nitrate half 
an hour prior to the injection of metrazol. 
In rats, he found a reduction of the con- 
vulsive dose of over 25 per cent. He fails 


METRAZOL TREATMENT | Mar. 
to state in what interval he used strychnine 
in the animal experiments. His failure to 
find a sensitizing action of strychnine in man 
was probably due to the fact that there was 
a time interval of half an hour between the 
strychnine and the metrazol injection. Since 
the destruction and excretion of strychnine 
is relatively rapid, a large part of it had 
probably left the blood before metrazol was 
given. Obviously more successful in sensi- 
tizing the patient to metrazol was Iraci 
Doyle(1g9). In a recent publication he re- 
ports the use of picrotoxin in association 
with metrazol. Doyle noted that picrotoxin 
diminished the individual threshold for con- 
vulsion and permitted a reduction in the 
minimum useful dose of metrazol. 

A plausible explanation for the sensitiz- 
ing action of strychnine can be seen in its 
general effect of increasing the central ex- 
citability, as mentioned previously. In this 
respect, it would be important to have more 
definite information as to the action of 
strychnine on the brain stem cephalad to the 
medulla. It established that 
metrazol acts on the midbrain. The action 
of strychnine is considered to be predomi- 
nantly on the spinal cord, with extension into 
the medulla. According to Dusser de Ba- 
renne(II) “the pre-spinal centers are not 
significant in originating typical strychnine 
spasms.” It should be noted, however, that 
most of the experimental evidence was ob- 
tained either by the use of convulsive doses 
of strychnine or by local application. The 
sensitizing effect which strychnine was seen 
to exert upon the action of metrazol may or 
may not be based upon a synergic action of 
both drugs. Although the convulsions pro- 
duced by metrazol differ clinically from those 
produced by strychnine, indicating different 
points of action, it can be assumed that sub- 
convulsive doses of metrazol act as much 
on parts of the brain stem caudad to the 
midbrain as sub-convulsive doses of strych- 
nine act on parts cephalad to the medulla. 
The use of metrazol as an analeptic drug may 
be mentioned in this respect. As far as 
strychnine is concerned, there is very little, 
and rather circumstantial, evidence of an 
action upon centers located rostral to the 
medulla. In local application experiments 
carried out by Dusser de Barenne and Saga 
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(20) on the functions of the thalamus, the 
authors applied strychnine in some of their 
experiments to the hypothalamus instead of 
the thalamus. In those animals they noticed 
symptoms of excitation of the autonomic 
centers in the hypothalamus. Sollman(2r1) 
refers to an observation in which strychnine 
is said to be effective in reducing the polyuria 
in diabetes insipidus. The action of strych- 
nine in this case, too, would point to the 
hypothalamus. On the basis of observations 
of Dusser de Barenne and of others who 
found that strychnine is particularly effec- 
tive if the excitability of a center is depressed, 
we may assume that due to the action of 
strychnine, some stimuli pass from the hypo- 
thalamus to the pituitary gland. (Fisher, In- 
gram and Ranson(22) found that a lesion 
of the hypophyseal-supraoptical tract is re- 
sponsible for the symptoms of diabetes 
insipidus. ) 
SUMMARY 


1. A modification of the metrazol treat- 
ment is described. The material consisted 
of 30 female patients who received strych- 
nine simultaneously with curare intraven- 
ously in amounts of 1/120 gr. to 1/30 gr. 
preceding the injection of metrazol. 

2. Strychnine reduces the metrazol re- 
quirement, the maximum average dosage be- 
ing only 23.5 per cent higher than the initial 
average dosage, compared to 62.7 per cent 
increase without its use. It is assumed that 
strychnine sensitizes the central nervous sys- 
tem to metrazol. 

3. Strychnine has a beneficial action upon 
the respiration which is impaired centrally 
due to the effect of the metrazol convulsion 
and which is impaired peripherally due to 
the effect of curare. This action is assumed 
to be due to the excitatory effect of strych- 
nine upon the respiratory center and to the 
action of strychnine on the peripheral nerves. 

4. It is concluded that strychnine might 
be of value by virtue of its sensitizing ef- 
fect in metrazol as well as in other shock 
therapies. 
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EXTRA-MURAL SHOCK THERAPY 


LOUIS WENDER, M.D.,?> BENJAMIN H. BALSER, M.D.,' 
anD DAVID BERES, M.D. 


The treatment of mild psychotic patients 
or severe psychoneurotics has always pre- 
sented to the psychiatrist a difficult problem 
in management because so many of them 
refused to be hospitalized. Often these pa- 
tients wander from one psychiatrist to 
another or go to the country in an attempt 
to solve their difficulties with the aid of time 
and nature. With the introduction of metra- 
zol convulsive therapy, a possible approach 
toward the handling of this type of case 
appeared on the horizon. The use of metra- 
zol, however, presented great obstacles to its 
applicability in extra-mural cases. These 
difficulties were the severity of the convulsive 
attack, the distressing prodromal features 
and the marked confusion after treatment. 
The authors have treated a small series of 
extra-mural patients with metrazol shock 
therapy but found this unsatisfactory for the 
reasons indicated—the practicability of the 
method being further reduced by the un- 
willingness of the patients to return for 
therapy. 

The use of electric shock convulsive ther- 
apy, on the other hand, has been found en- 
tirely practicable in the management of these 
extra-mural cases. After this study was 
begun, there appeared a short paper by Myer- 
son on his general experience with electric 
shock therapy, in which he included a num- 
ber of cases treated as out-patients, and in 
which he favors the use of this form of 
treatment in extra-mural cases.‘ 

The present report gives our experience 
with a series of 40 cases treated with elec- 
tric shock therapy—some at the Hillside 
Hospital as out-patients, but the majority in 
the office as private patients. We are con- 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 

2 From the Hillside Hospital, Bellerose, N. Y. 

3 From the New York State Psychiatric Institute, 
New York City. 

Myerson, A. Experience with electric shock 
therapy in mental disease; New Eng. J. Med., 224: 
1081, 1941. 
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cerned in this report not with the broader 
question of electric shock therapy but specifi- 
cally with its indication and applicability for 
use in the office. 

The present series included 20 manic-de- 
pressives (19 depressives and 1 hypomanic), 
7 involutional melancholias, 4 schizophrenics, 
g psychoneurotics (6 reactive depressives, 
I conversion hysteria, 2 obsessive-compul- 
sives). Our therapeutic results did not differ 
in any marked degree from those obtained in 
hospitalized cases and will be discussed in de- 
tail below. 


INDICATIONS FOR EXTRA-MURAL 
TREATMENT 


The indications for extra-mural treatment 
were of two those determined by 
the refusal of the patients or their families 
to allow hospitalization and those deter- 
mined by the physician’s judgment that hos- 
pitalization was not indicated. In private 
practice one constantly meets the prejudice 
on the part of the patient and his family 
towards becoming a resident of a mental 
hospital. With this prejudice the physician 
will agree insofar that it is a fair assumption 
that if hospitalization can be avoided, it is 
the more satisfactory way of managing a 
case. It is a matter of careful clinical judg- 
ment to decide whether a patient can safely 
be treated outside of a hospital, and only 
experience can teach the psychiatrist to avoid 
error in this regard. 


sorts: 


The greatest danger in extra-mural treat- 
ment of psychotic patients is that of suicide, 
and since the majority of cases treated by 
shock therapy are depressions, the problem 
of suicide is always in the foreground. It is 
impossible to give any rules as to how to 
handle this question excepting that it is es- 
sential to talk with the family frankly and 
in detail. It has been our experience in every 
case that by the time the patient appeared 
for shock therapy, the problem of suicide 
had already been considered in previous in- 
terviews with the referring psychiatrist, and 
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that the family was aware of the danger 
and prepared to assume full responsibility. 

Another important point in determining 
whether the patients are to be treated in or 
outside of a hospital is the economic factor. 
It is a truism that there is no such thing as 
a mental illness of short duration, and in 
most instances the appearance of mental ill- 
ness brings with it a distressing financial 
problem. Too frequently, one finds a family 
ready to go to sacrifices far beyond its ability 
in an attempt to restore the patient to health. 
The cost of care in a private institution, even 
the most reasonable, was for most of these 
patients an insurmountable difficulty. If the 
patient at the same time is the head of the 
family and the breadwinner, these economic 
factors become especially important. The 
fact, therefore, that the patient could be 
restored to a level of economic usefulness 
in a relatively short time and at a fraction 
of the cost of hospitalization, rapidly as- 
sumed great significance as our observations 
continued. 

A further contra-indication to hospitali- 
zation was the opinion of the attending phy- 
sician that the patient would be better off 
outside of a hospital. This was particularly 
exemplified in several of our cases who had 
been previously either in a state hospital or 
at the Hillside Hospital. These patients 
had learned to find in the hospital a ref- 
uge rather than a therapeutic agent. They 
begged for hospitalization, and once ad- 
mitted, were loath to leave, even when 
their symptoms had cleared. It was our 
impression that patients of this type did 
better with extra-mural treatment. 


TECHNIQUE AS APPLIED TO OFFICE 
PRACTICE 


The technique used in this series does 
not differ from that used within the hospital. 
The patient required no special preparation. 
If treatments were given in the morning, 
the patient was asked to go without break- 
fast, and if in the afternoon, without lunch. 
The use of any sedative was denied for the 
previous twenty-four hours. The patients 
frequently came to the office themselves, but 
the family was instructed that some person 
should always accompany them on their re- 
turn home. The apparatus used was made 


by Offner Electronics of Chicago, Illinois. 
The attempt was made to obtain grand mal 
seizures as rapidly as possible, and similar 
dosages were used as in hospital work. If 
only a petit mal seizure was obtained, the 
patient was usually given a second shock 
at the same session. Facilities were avail- 
able for the patients to rest for at least a 
half hour after treatment. They were then 
able to get up, travel in subways and get 
home without any difficulty. 

All the patients were required to submit 
to a complete neurological and physical 
examination including electrocardiographic 
study. In several cases where it was espe- 
cially indicated, electroencephalograms were 
ordered. A member of the family was re- 
quired to sign permission for this therapy 
in the same manner as in hospital practice. 
The details of the treatment such as the re- 
action, the recovery phase with its various 
psychomotor phenomena, the clinical and 
physical reactions to shock therapy will not 
be discussed in this paper. We are concerned 
here only with the indications and results 
of the treatment as related to its applica- 
bility in office practice. 

The patients were treated three times a 
week until evidence of improvement was 
noted; then treatments were tapered off 
to twice a week and once a week until 
discharge. The average duration of treat- 
ment was about five weeks; the minimum 
being two weeks, and the maximum be- 
ing nineteen. In the latter case, the treat- 
ment was broken up by a prolonged rest 
period. On the whole, there was no difficulty 
in getting the cooperation of the patient. 
Although all patients developed a fear of 
the treatment to some extent, this was never 
sufficient to keep them from returning for 
further treatments. The difficulties encoun- 
tered on this score were definitely related to 
the mental status of the patients and will 
be described below in our evaluation of the 
results. It has not been our experience in 
either office or hospital practice that there 
is a total absence of fear of the treatment 
as is described so often in the literature. We 
have found that many patients will displace 
their anxiety which is part of their illness 
on to the treatment. However, we do agree 
that this fear of treatment never assumes 
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such proportions as characterized patients 
treated with metrazol. 

It was possible to treat the patient with 
the help of only three persons in attendance. 
In this entire series, there were no untoward 
results of any kind, except an occasional 
minor injury to the tongue. Some patients 
complained of headache the day after treat- 
ment, but this would respond to simple 
analgesic measures. There were also occa- 
sional complaints of soreness in the limbs 
which was of a temporary nature. The pa- 
tient in the course of his treatment developed 
memory difficulties such as have been de- 
scribed by many authors. These were, how- 
ever, of minor character and, it is important 
to note, did not interfere with such occupa- 
tions as teaching, labeling of clothing, and 
running an eggstore. The patients would 
learn little tricks such as keeping memoranda 
in their pockets which made it possible for 
them to carry on these occupations. After 
treatment was stopped, there was a steady 
improvement in memory, and although this 
was not tested by any psychological tech- 
nique, it did appear that no permanent dis- 
turbance remained in any case. 


ANALYSIS OF RESULTS 


All of the patients are still being followed 
up, and the results, indicating their present 
status, will be described according to the 
diagnostic groups. The estimate of recovery 
may be considered according to relief of 
symptoms, social recovery which includes 
restoration of ability to work, and finally 
insight, which may be limited to recognition 
of the existence of mental illness, or deeper 
insight into basic psychodynamics. We wish 
to state emphatically that the results of elec- 
tric shock therapy are limited to symptomatic 
recovery. Under no circumstances can one 
assume that electric shock therapy alone will 
give the patient insight into his illness. The 
problem of recovery and remission goes be- 
yond the question of shock therapy, and in 
using this therapeutic measure, we have con- 
stantly kept in mind its limitations. We are 
content to obtain from its use the restoration 
of a sick individual to the point where he is 
freed of his acute symptoms, perhaps able 
to assume his normal occupation and, what 
is perhaps most important, is accessible to 


further psychotherapy. For this reason, as 
will be described later, psychotherapy along 
with the electric shock therapy, is an integral 
part of treatment. As already stated, 40 
patients were treated. Of these, 26 had a 
complete remission, 8 were improved and 6 
were failures. The most favorable results 
were obtained in the depressions, whether 
psychotic or psychoneurotic. Of the 25 de- 
pressed patients of all types, I9 gave com- 
plete remissions. (Table 1). Results by 
diagnostic groups were as follows: 

A. Manic-Depressive Psychosis —Twenty 
manic-depressive patients were treated; of 
these 19 were in a depressed phase and I in 
a hypomanic phase. Of the 19 depressed 
patients, 16 responded with complete remis- 
sions, 2 were improved, and 1 was a failure. 
The 1 hypomanic patient gave a complete 
remission. (Table 2.) 


TABLE 1 


SUMMARY OF THERAPEUTIC RESULTS 


Com- 
plete 
remis- Im- Fail- 
Diagnosis No. sion proved ure 
Manic-depressive psychosis: 
19 16 2 I 
Involutional melancholia.. 7 6 I ° 
Schizophremia 4 2 2 
Psychoneurosis: 
Reactive depression .... 6 3 I 2 
Obsessive-compulsive ... 2 ° I I 
Conversion hysteria .... 1 0 I 


The following clinical summaries illustrate 
various points mentioned above: 


Case I. Rapid Cure in Prolonged Recurrent IIl- 
ness.—G. D., single female, age 35. Recurrent 
episodes of manic and depressive character requir- 
ing frequent hospitalization over a period of eleven 
years. The present depressive episode was of 14 
years’ duration. Complete remission in four weeks 
with twelve treatments. 


Case II. Family Opposed Hospitalization.—J. D., 
married male, 46. No previous attacks. Present 
illness characterized by agitation and depression, 
six months’ duration. Patient was taken from 
doctor to doctor, constantly refusing hospitalization. 
Symptoms increased in severity. Complete remis- 
sion in five weeks with eleven treatments. 


CasE III. Patient Continued at Work.—sS. B., 
single male, 23. His mother has been at a state 
hospital for five years with manic-depressive psy- 
chosis. Patient for four months was depressed and 
retarded, but was able to continue job as shipping 
clerk until two weeks before the beginning of his 
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treatment. He resumed his work after three treat- 
ments. Complete remission in ten weeks with thir- 
teen treatments. Treatment was prolonged by in- 
creasing interval between treatments to minimize 
memory disturbances, and so allow patient to con- 
tinue at his job. 


Case IV. Hospitalization Contraindicated by 
Patient’s Attitude —B. E., widowed female, 46, with 


Case V. Unsuccessful Result—M. L., married 
female, 45, agitated, depressed, and with definite 
paranoid ideas and some hallucinatory phenomena. 
There was a previous episode at the age of 18. Acute 
onset of present illness was of three weeks’ dura- 
tion. Patient was first treated in the hospital where 
she recovered rapidly with electric shock therapy. 
She left against advice and suffered a relapse 


TABLE 2 
MANnIc-DEPRESSIVE PsyYCHOSIS 
Treatment 
Dura- 
tion of No. of Dura- 
Case Previus present grand tion in Results of 
No. Type Age Sex episodes illness No. mal weeks treatment 
& Depressed; cyclic . 35 F, Recurrent over 11 14 yrs. 12 5 4 Complete remission 
yrs. 
Depressed None 6mos. 11 9 5 Complete remission 
3. S. B. Depressed .....0. a3 M. None 4mos. 13 8 10 Complete remission 
4. B. &. Depressed ....... 43 F. Recurrent for 12 I mo. 28 22 15 Complete remission 
yrs. 
5s. M. L. Depressed with par- 45 F, Ill-defined episode gwks. 24 18 20 Failure. Readmitted 
anoid features at age 18 to hosp. Given 4 
courses of treat- 
ment 
6. S. W. Depressed ....... 19 «C*F~CL: None 2yrs. 14 10 6 Complete remission 
7. A. B. Depressed .....0. 42 M. None 4 wks. 14 10 6 Complete remission. 
is was second 
course of treat. 
Previously treated 
at Hillside Hospital 
8. F. B Depressed asso. 41 M. None 1 mo 24 ° 14 Complete remission. 
with psychopathic Cure of alcoholism 
features including as well 
alcoholism 
9. A.G. Depressed ....... 46 F. None 6 mos. 11 10 54 Complete remission 
10. V. S. Hypomanic ...... 40 F, 2 previous epi- 1 wk. 17 13 163 Complete remission 
sodes 
& Depressed ....... Previous episode 1}yrs. 15 12 5 Improved. This was 
in 1926 with resi- second course of 
dence at State treatment. Pre- 
Hospital viously treated at 
Hillside Hospital 
12. M. B Depressed ....... 30 F, Previous attack in 6wks. 12 9 6 Complete remission 
1932 
13. G. M Depressed ....... 34 M. Repeated in past 8 6mos. 10 8 4 Complete remission 
yrs. 
<7, Depressed ....... 27 F. None 3mos. 12 7 5 Complete remission 
1s. H. M. Depressed ....... 28 F. Recurrent for 10 I mo. 30 28 18 Complete remission 
yrs. 
6. S. Te Depressed ....... 27 F. Episode 3 yrs. pre- I mo. 15 6 4% Improved 
viously treated 
with metrazol 
13. J. & Depressed ....... 36M. Depression in 1930 5mos. 13 3 5 Complete remission 
18. H. M Depressed ....... 27. M. Depression in 1940 3mos. 16 12 7% Complete remission 
followed by hy- 
pomanic phase 
leading into P. I. 
19. D. C Depressed ....... 39 Recurrent for 10 2wks. 18 10 7 Complete remission 
yrs. 
m 3. &. Depressed ....... 42 Episode 1 yr. ago 4 mos. 10 6 3h Complete remission 


recurrent depressive episodes. Five previous epi- 
sodes in the past fourteen years with prolonged 
hospital residences up to one year’s duration. Along 
with her manic-depressive makeup, this patient had 
a tendency to self-indulgence and looked to the 
hospital as a refuge. Present illness was of one 
month’s duration. The patient begged for hospitali- 
zation which was refused. She received a long 
course of extra-mural treatment with the hope of 
breaking up the cycle of her recurrent episodes. 
She made a complete remission, receiving 28 treat- 
ments over a period of fifteen weeks. 


within two weeks after discharge. Electric shock 
therapy was given extra-murally, the patient re- 
sponding quickly but relapsing as soon as treat- 
ment was stopped. She received fourteen treatments 
in the hospital and twenty-four more after her dis- 
charge, the latter over a period of twenty weeks. 
Treatment was finally stopped because it was felt 
that no further improvement could be expected. 
She was readmitted to the Hillside Hospital. 


B. Involutional Melancholia.—Seven pa- 
tients with involutional melancholia were 
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treated, of whom 6 recovered and I was im- 
proved. (Table 3.) The results in these 
cases were probably the most dramatic as the 
following histories indicate : 


Case I. Serious Suicidal Threats—A. C., 
married female, 43, with an episode of nervousness 
at the age of 22 which cleared up by going to the 
country. Present illness of three years’ duration 
characterized by somatic delusions, some agitation 
and depression. About six months before she ap- 
peared for treatment, patient made a serious sui- 
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but still had some somatic delusions. She had re- 
sumed her housework. Six weeks after treatment 
was stopped, the patient was in complete remission. 

C. Schizophrenia.—Four schizophrenics 
were treated but the results were not satis- 
patients were improved and 2 
were complete failures. (Table 4.) The 
greatest difficulty with cooperation was en- 
countered in these cases. One paranoid boy 
became very negativistic. It was difficult to 


factory; 2 


cidal attempt. There were several other suicidal get him to come into the office. He did 
TABLE 3 
INVOLUTIONAL MELANCHOLIA 
Treatment 
Dura- 
. tion of No. of Dura- 
Case Previous present grand tion in Results of 
No. Age Sex episodes illness No. mal weeks treatment 
: 2. 43 F Nervous attack 21 yrs. 3 yrs. 12 9 53 Complete remission 
ago 
2. R. F. 53 I None 2 yrs. 24 13 103 Improved at end of 
course of treatment. 
Complete remission 
: 6 weeks later 
3. B.S. 54 F Repeated episodes of 4 mos. 12 9 54 Complete remission 
depression for 20 yrs. 
q. S. M. 55 F None 3 yrs. 26 19 14 Complete remission 
s. F. B. 65 M None 3 yrs. 18 11 8 Complete remission 
6. R.A. 55 F. Mild depression at time 6 mos. 14 9 Complete remission 
of menopause 3 yrs. 
previous 
7. BL 47 M None 9 mos. 14 10 6 Complete remission 
TABLE 4 
SCHIZOPHRENIA 
Treatment 
Dura- 
: tion of No. of Dura- 
Case Previous present grand tion in Results of 
No. Type Age Sex episodes illness No. mal weeks treatment 
zs. S. RB. Hebephrenic ..... 27 M. None 1 yr. 23 20 94 Improved 
2. §. 8S. ss None 6 mos. 12 11 5 Failure. Sent to 
state hospital 
3. A. S. re 31 F. Mild symptoms 3 wks. 20 17 9 Improved 
for 2 yrs. 
x. COMMAOMIG incase 19 F. Paranoid episode I mo. 10 7 33 Failure. Admitted to 
1} years pre- Hillside Hospital 
vious 


attempts and the patient was sent to a state hos- 
pital where the family refused shock therapy, and 
she was taken home by the husband. She presented 
an apathetic reaction expressing a constant desire 
to die. Moderate agitation, but at this time no 
active delusional phenomena. She made a complete 
remission in 54 weeks with twelve treatments and 
herself took on housework before the end of the 
course of treatment. 


Case II. Improvement at End of Treatment with 
Complete Remission Some Weeks Later—R. F., 
married female, 53. No previous attacks. Present 
illness of two years’ duration with nihilistic somatic 
delusions and marked depression. There was a sui- 
cidal attempt one year before treatment. Patient 
received twenty-four treatments in 10} weeks. At 
the end of the course she was markedly improved, 


not improve, although he received twelve 
treatments, and it was finally necessary to 
have him committed to a state hospital. There 
was a similar experience with a girl of 19 
who was treated in the office and then had 
to be admitted to Hillside Hospital. The 2 
patients who improved appeared to do so on 
a superficial level. 

Case I. Improvement in Mild Schizophrenia.— 
S. R., unmarried male, 17. An only child. Was 
always an inadequate person. His present illness 
was of one year’s duration. While at college he 
developed an inability to concentrate, a careless ap- 
pearance, feelings of inadequacy, vague paranoid 
trends, depersonalization phenomena and some com- 
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pulsive ideas of suicidal nature. He received 23 
treatments in 9} weeks. After the end of treatment 
there was a short period of grandiosity, after which 
the boy leveled out. He took a job as a shipping 
clerk, but at the insistence of the family, he re- 
turned to college where he is doing well. 


D. Psychoneurosis—The psychoneurotics 
gave varying results. Of 2 obsessive-compul- 
sives, I showed some improvement and the 
other was a complete failure. The psycho- 
neurotics who presented as their main feature 
a depressive reaction usually gave good re- 
sults. There were 6 such cases; 3 recovered, 
I was improved and 2 were failures. The 
depressed psychoneurotics responded most 
rapidly of all the patients treated, and on 
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47. Always an obsessive-compulsive character. Had 
recurrent episodes since the age of 24 with exacer- 
bation of her symptoms and reactive depression. 
Improvement always occurred spontaneously. Pres- 
ent episode of eight months’ duration of more 
severe obsessive character and markedly more 
severe depressive reaction. Treatment was unsatis- 
factory. This patient did not cooperate. She broke 
up the course of treatment, and altogether received 
twenty-two treatments in nineteen weeks. Never- 
theless the patient, throughout treatment, conducted 
her business which was a busy retail eggstore. Such 
improvement as was noted in this patient was a 
diminution of the obsessive behavior and anxiety 
that ran parallel to the memory defects and mild 
confusion in the course of treatment. As soon as 
treatment was discontinued, the symptoms recurred. 
Treatment was finally stopped, as it was felt that 
no further improvement would result. 


TABLE 5 
PsYCHONEUROSIS 
Treatment 
Dura- 
tion of No. of Dura- 
Case Previous present grand tion in Results oof 
No. Type Age Sex episodes illness No. mal weeks treatment 
. 2S Reactive depression 34 F, None 2 mos. 8 6 34 Complete remission 
2. Y.G Obsessive-compul- 47 F. Recurrent episodes 8mos. 22 17 19 Failure 
sive with reactive since age 24 
depression 
3, £6. Reactive depression 47 F. Recurrent severe 3 mos, II 8 5 Complete remission 
episode requiring 
hospitalization 
4 S.A Reactive depression 23 M. Always inadequate 1} yrs. 30 28 18 Improved (social re- 
recovery) 
s EF Reactive depression 25 F. None 3 mos. 5 5 2 Complete remission 
6. 3.2 Obsessive-com- 36 F, Recurrent with 2 I mo. 15 14 6 Improved 
pulsive previous hospi- 
talizations 
7. M. L. Reactive depression 37 F. Questionable epi- 4 mos. 11 8 5 Failure 
sode at 21 
8. W.W. Reactive depression 35 F. Recurrent obses- 4mos. 37 15 15 Failure. Had to be 
sive episodes hospitalized 
9. H. 3. Conversion hysteria 24 F. Recurrent over 8 Improved 
yrs. 3mos. 24 22 15 
the whole required the least treatment of all DIscuUSSsION 


in the series. One case of conversion hysteria 
showed improvement. (Table 5.) 


Case I. Rapid Cure in Reactive Depression— 
P. S., divorced female, age 34. This patient was 
always an inadequate person with feelings of in- 
feriority. She had episodes of panic, irritability 
and depressive reactions. Her present illness was 
of three months’ duration, precipitated apparently 
by an unhappy love affair with neurotic manifesta- 
tions. The patient complained of feelings of inade- 
quacy, feelings of guilt about her sexual experi- 
ences, the loss of interest in friends and normal 
activities, and hysterical outbursts of crying. She 
was unable to work. She received eight treatments 
in three weeks and made a complete recovery. She 
returned to work. The urgency of follow-up psy- 
chotherapy was impressed upon the patient, but she 
refused to return. 


Case II. Failure in a Case of Obsessive-Compul- 
sive Psychoneurosis—Y. G., married female, age 


The purpose of this communication has 
been to demonstrate the feasibility of treat- 
ing by extra-mural shock therapy a series of 
psychotics and severe psychoneurotics who 
have either social or medical reasons for not 
being hospitalized. Many of these patients 
had been ill for prolonged periods, some as 
long as eleven years. The use of electric 
shock therapy made possible a rapid thera- 
peutic resuit, which in some cases was quite 
dramatic. 

An integral part of the management of 
these cases was the follow-up psychotherapy. 
It must be repeated that electric shock 
therapy cannot be expected to do more than 
give symptomatic improvement, particularly 
the lifting of depression. It has been noted 
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that some patients will swing into a hypo- 
manic state toward the end of a course of 
treatment, and unless treatment is continued 
until this hypomanic reaction has also dis- 
appeared, the patient will frequently relapse. 

The nature of the psychotherapy will, of 
course, vary from case to case. Sometimes 
nothing more can be done than to make the 
patient accessible to continued reassurance 
or suggestive treatment. These patients will 
make a symptomatic recovery without in- 
sight. In other cases intensive psychotherapy 
with an attempt to give the patient insight 
into his illness can be instituted and success- 
fully carried out after the acute symptoms 
have been cleared by shock therapy. 

The relationship between the physician and 
the patient was somewhat different from that 
within the hospital, particularly in the rap- 
port that was possible. The transference 
reaction associated with electric shock has 
been discussed by other authors® and was 
particularly apparent in this office type of 
treatment. 

It was our impression that a more satis- 
factory and rapid readjustment to the pa- 
tient’s normal life was possible by extra- 
mural treatment. In hospital treatment the 
patient is entirely removed from his environ- 
ment, which in some cases may be unavoid- 
able, or even indicated as a therapeutic pro- 
cedure. In hospital work it is a common 
experience that with the improvement in 
symptoms, the patient becomes anxious for 
his discharge, often is taken home prema- 
turely and may relapse very soon after dis- 
charge. In extra-mural treatment the patient 
remains in contact with his normal environ- 
ment: men remain at their jobs and house- 
wives and mothers continue their household 
duties. The gap between illness and health 
is therefore easier to bridge and the resump- 
tion of normal activities after the clearing 
up of acute symptoms is more prompt than 
in hospitalized cases. 


5 Schilder, P. Notes on the psychology of metra- 
zol treatment of schizophrenia. J. Nerv. & Ment. 
Dis., 89 : 133, 1939. 
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The fact that many of our patients could 
continue at work was a matter of consider- 
first, 
it allowed the patient to earn money to help 
defray the expenses of his illness; secondly, 


able importance for several reasons: 


it made it possible in several instances to 
avoid the loss of a job; and thirdly, there 
was a definite therapeutic value in keeping 
the patient at work, particularly where work 
consisted of running a household. Of the 
40 patients in our series, 17 worked during 
the course of treatment—some without giv- 
ing up their jobs at all and others resuming 
The 
occupations of these patients included those 
of teacher, shipping clerk, storekeeper, pho- 
tographer, clothing cutter and 


work soon after treatment was started. 


salesman, 
housewife. 


CONCLUSION 


1. A series of 40 cases of mild psychotic 
illness and severe psychoneurosis is pre- 
sented. These cases were treated by electric 
shock therapy given in the private offices of 
their physician or as out-patients at the 
Hillside Hospital. 

2. This procedure was found to be en- 
tirely practicable and without untoward re- 
sults, providing certain precautions were 
observed. 

3. The results were similar to those in 
the hospital treatment of such cases. From a 
statistical point of view, our results should 
not be compared with hospital material, as 
this is an especially chosen group in whom the 
prognosis was definitely better than in the 
average run of cases. The benefits accruing 
to these patients, other than the immediate 
therapeutic results obtained, consisted of the 
avoidance of hospitalization, the continued 
contact with the normal environment, and the 
continuation of occupational activities in cer- 
tain cases. 

4. The importance of follow-up psycho- 
therapy is emphasized and should form an 
integral part of the management of these 
cases. 
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NEUROPSYCHIATRY IN MICHIGAN * 


A BrieF Review For THOsE ATTENDING THE 1943 MEETING OF THE AMERICAN 
PsycHIaTRIc AssociATION 


THOS. J. HELDT, M.D., Detroit, Micuican 


Truly, much has happened in the land 
called Michigan since Jean Nicolet in 1634 
became the first white man to find the 
Straits of Mackinac. In 1668, Father Mar- 
quette established there the first permanent 
settlement in Michigan. Antoine de la Motte 
Cadillac founded Detroit in 1701. 

In its early days, Michigan was known 
as the Northwest Territory, and comprised 
all lands within its present boundaries, 
together with parts of Ohio, Indiana, Illinois 
and Wisconsin. In those early days, the 
insane were included among the poor and the 
unfortunates. By a Territorial Act of 1790, 

. any person or family suffering 
through poverty . . . . or any misfortune or 
inability . . . .” was to be cared for by the 
overseers of the poor. The word “inability” 
thus used referred to persons suffering from 
mental disorder. The Territorial Act of 
March 7, 1834, authorized, ‘Paupers who 
are of unsound mind may be confined either 
in the County prison or other places of 
security.’ This led in 1839 to the establish- 
ment at Nankin, now Eloise, of the Wayne 
County Poorhouse, the forerunner of the 
present Eloise Hospital. 

Public provision for the insane of Michi- 
gan was first introduced for legislative ac- 
tion in 1848. A law of that session estab- 
lished the asylum. A joint resolution of the 
Senate and House of Representatives made 
it the duty of its assessors, in their annual 
assessment rolls, to report the number of 
insane, deaf and dumb, and blind, in their 
respective townships. In a Board of Trustees 
was vested the government of the proposed 
institution, and this Board was empowered 
to establish rules and regulations and to 
appoint officers. It was required to report 
to the Legislature annually. In 1851, the 
Board of Trustees reported that they had 
found in the state between 300 and 400 


1 From the Division of Neuropsychiatry, Depart- 
ment of Medicine, Henry Ford Hospital, Detroit, 
Michigan. 


insane persons, some of whom were with 
their friends and relatives, but the greater 
number of whom were confined in county 
houses and jails. Finding the care of some 
of these insane very urgent, the Board rec- 
ommended immediate erection of an institu- 
tion capable of accommodating 200 patients, 
and to be located on not less than 160 acres 
of land. The most modern plans of con- 
struction were requested. 

Prior to 1889, upon formal request by 
relatives or friends, and upon the presenta- 
tion of certificates of insanity from two 
physicians private patients had been per- 
mitted admission to the state asylums. The 
cost of their maintenance could be guaran- 
teed by bond. In 1889, however, a new law 
required that private patients should obtain 
admission to the state asylums only through 
the regular process of commitment. In 1897, 
because of the increasing number of non- 
resident insane the Legislature provided for 
the deportation from the state of all persons 
becoming insane who had not yet acquired 
a legal residence in the state. Enforcing and 
re-enforcing amendments were later added 
to make this act more effective. 

The Joint Board of Trustees of Michigan 
Institutions, prominent in the directive as- 
pects of care, was brought into being through 
an act of the Legislature of 1877. How- 
ever, the Legislature of 1885, revised and 
consolidated the laws organizing the institu- 
tions for the insane and at the same time 
repealed the laws of 1859, 1873, and 1877. 
Under definition of this act of 1885 the 
Joint Board of Trustees was to meet in 
consultation twice a year to fix annually 
the rate of support for the different insti- 
tutions. It also had the power of transferring 
patients from one institution to another. 

In 1903, the Joint Board of Trustees 
brought about a general revision and consoli- 
dation of all laws regulating the state hos- 
pitals. These laws have remained largely in 
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effect except as modified by the State Hos- 
pital Commission organized in 1921. 

Since from this point on the history of 
neuropsychiatry in Michigan is largely that 
of pioneer men and pioneer institutions, it is 
judged wise in this brief account to call 
attention to some of these men and institu- 
tions with full realization that the list is 
not complete. 


PIONEER MEN 


Edwin H. Van Deusen (1828-1909) 
Henry M. Hurd (1843-1927 
William J. Herdman (1848-1906) 
James D. Munson (1848-1929) 

C. B. Burr (1856-1931) 

Edmund A. Christian (1857-1935) 
Albert M. Barrett (1871-1936) 
George F. Inch (1873-1938) 

David R. Clark (1878-1938) 


Dr. Edwin Holmes Van Deusen graduated 
in medicine in 1851, and after serving as 
house physician in the New York Hospital 
and assistant physician at the New York 
Asylum at Utica, was appointed superinten- 
dent of the Michigan Asylum for the Insane 
at Kalamazoo in 1858. During the next 20 
years he gave himself untiringly to the de- 
velopment of that institution. His biennial 
reports to the Legislature were unusually 
complete, and always contained valuable 
suggestions for medical profession and 
public alike. He denounced deception in the 
care of the insane. He was the first to add 
the word “neurasthenia” to the American 
medical vocabulary. He described its symp- 
tomatology in an article written in 1868 and 
published early in 1869, before and inde- 
pendently of the studies by George M. Beard 
published in the same year. Dr. Van Deusen 
was one of the associate editors of the 
American Journal of Insanity from 1853 to 
1858. 

In 1878, due to ill health, he resigned his 
superintendency of the Kalamazoo Asylum, 
but for some years continued to give time 
and thought to establishing Michigan 
asylums for the insane, notably those at 
Pontiac and at Traverse City. He presented 
a public library to the city of Kalamazoo and 
a parish building to St. Luke’s Church. On 
his death in 1909, his friend and colleague, 
Dr. Justin E. Emerson, wrote: “The oppor- 
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tunity is given to few men to mold the poli- 
cies of a new and undeveloped state, to 
awaken the slumbering moral sense of its 
people, and to arouse and guide them in 
their first efforts to make provision for 
the care of its mentally diseased—hitherto 
languishing in jails and poorhouses. Yet 
this and more was Dr. Van Deusen’s good 
fortune, for such was his wisdom and pre- 
paredness for the responsibilities that were 
thrust upon him that he succeeded in the 
short period of twenty years in making the 
policies governing the hospitals for the insane 
of Michigan a model for older states.” 

Dr. Henry Mills Hurd was born in Union 
City, Michigan, in 1843. He graduated in 
medicine at the University of Michigan 
in 1866, and after four years of study and 
practice in New York City and Chicago, 
was appointed assistant physician to Dr. Van 
Deusen at Kalamazoo. There he disclosed 
capabilities that led to his selection in 1878 
as the first superintendent of the Eastern 
Michigan Asylum for the Insane at Pontiac. 
Here he labored for 11 years with rare skill 
and indomitable persistence to foster the 
abolition of restraint, to extend night nursing 
and occupation for the insane, and to bring 
about the enactment of the Michigan State 
Care Act which was the first step in taking 
the insane from the county almshouses and 
jails. After 19 years devoted to the care of 
the mentally ill, he left his native Michigan 
in 1889 to become the first medical superin- 
tendent of the Johns Hopkins Hospital. His 
literary productions attest his outstanding 
ability as psychiatrist and executive. His 
four volume work, The Institutional Care 
of the Insane in the United States and Can- 
ada is monumental. Of him C. B. Burr 
wrote: “Few if any lives have been better 
rounded, few if any richer in achievement.” 

Wiliam James Herdman, originator of 
the idea of establishing a Psychopathic Hos- 
pital at Ann Arbor, graduated from the 
Medical School of the University of Michi- 
gan in 1875. At the age of 17 he enlisted 
in the Ohio Infantry and for a year did duty 
as a private in the Civil War. Dr. Herdman 
occupies a prominent place in the medical 
history of his alma mater and the State of 
Michigan, first as teacher of anatomy and 
later as the University’s first professor of 
nervous and mental diseases and at the same 
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time an able student and teacher of electro- 
therapeutics. Persistently he strove to im- 
prove the facilities in anatomy and to pro- 
mote clinical opportunities in psychiatry. He 
rendered outstanding service in general edu- 
cational and civic matters. The public and 
the psychiatric profession are deeply in- 
debted to him. As a crowning result of his 
personal endeavor, the Legislature passed 
an act in I9OI, creating the psychiatric ward 
as a part of the University Hospital of the 
Michigan State University. He had plowed 
the ground, scientific, forensic and practical 
upon which Dr. Barrett was to build his 
great Midwestern structure. 

Dr. James Decker Munson, another son 
of Michigan, received his medical degree 
from the University of Michigan in 1873. 
While establishing himself in medical prac- 
tice in Detroit, he was made demonstrator 
of anatomy in the Detroit College of Medi- 
cine. In 1878 when Dr. Henry M. Hurd 
assumed the superintendency of the Eastern 
Michigan Asylum at Pontiac, he selected 
Dr. Munson as his assistant. In 1885 he 
was chosen to be the first medical superin- 
tendent of the Northern Michigan Asylum 
at Traverse City. By nature and training an 
administrator, he soon developed this asylum 
into an outstanding institution. Psychiatry 
was to him but a special phase of medical 
science, and thus it was that he felt he must 
have a general hospital as an integral part 
of his institutional unit. The development of 
this general hospital from an old farm house 
in 1915 to its new building in 1925 is unique. 
The training school for nurses which he 
established and this general hospital located 
on the State Hospital grounds in immediate 
relation to the other hospital buildings are 
monuments to his sagacity as psychiatrist 
and executive. After serving 39 years as 
superintendent he resigned in 1924 at the 
age of 76. He was succeeded by Dr. Earl H. 
Campbell. 

Dr. Colonel Bell Burr immediately on 
graduating from the College of Physicians 
and Surgeons in New York City in 1878, 
came to Eastern Michigan Asylum for the 
Insane at Pontiac as an assistant physician. 
In 1889 he became superintendent. In 1894, 
on the death of Dr. George C. Palmer, one 
of the founders and the first medical direc- 
tor of the newly established Oak Grove 


Hospital for Nervous and Mental Diseases 
in Flint, Michigan, Dr. Burr was called to 
the directorship of that hospital, a post which 
he filled for 26 years with unusual skill and 
efficiency. When the industries of the rapidly 
expanding city of Flint threatened to sur- 
round and even to absorb the hospital and 
its beautifully sequestered grounds, Dr. Burr 
retired to take up a more literary life. The 
Oak Grove Hospital became the property 
of Flint and on its grounds are now found 
Whittier College and the Central High 
School. Dr. Burr gave much time and 
thought to improving psychiatric nursing. 
He organized a training school at Pontiac 
and to facilitate his teaching wrote A Primer 
of Psychology and Mental Disease, which 
expanded into Practical Psychology and 
Psychiatry, the 6th edition of which appeared 
in 1930. His clearcut definitions of insanity, 
illusion, delusion and _ hallucination are 
classics. He was one of the first to study 
the symbolism of the insane. Dr. Burr’s 
versatile nature was reflected also in his 
premedical activities; he had been a mes- 
senger clerk in the Michigan State Legisla- 
ture, a mail clerk and for a time a Western 
cow boy. Among the honors bestowed upon 
him were the presidency of the Detroit 
Academy of Medicine, the Detroit Society 
of Neurology and Psychiatry and the Michi- 
gan State Medical Society; he was secre- 
tary, vice president and president of The 
American Psychiatric Association. His two 
volume Medical History of Michigan is a 
monument to his erudition. 

Dr. Edmund Adolph Christian received 
his graduate training at the University of 
Michigan (A.B. in 1879; M.D. in 1882). 
Appointed to the Eastern Michigan Asylum 
for the Insane at Pontiac as assistant physi- 
cian in 1882, he became its medical superin- 
tendent in 1894. He served continuously in 
that hospital for 53 years, and as superinten- 
dent for 41 years. In his early days surgical 
invasion of the abdomen was rare, and had 
not been attempted in either of the then exist- 
ing state hospitals of Michigan. To Dr. 
Christian goes the credit for the first laparot- 
omy done in the Eastern Michigan Asylum, 
in 1885 or ’86, with Dr. Henry M. Hurd, 
then the superintendent, as his anesthetist. 
Dr. Christian keenly felt the need of separate 
care for the criminally insane, and did much 
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to encourage the establishment of the Michi- 
gan Asylum for Insane Criminals at Ionia. 
In January, 1901, at a meeting of the Joint 
Board of Trustees Dr. Christian discussed 
“Psychiatric Hospitals and Psychiatric 
Clinics,” thus giving support to the move- 
ment being fostered by Dr. Herdman at 
Ann Arbor. Dr. Christian with Albert M. 
Barrett, C. B. Burr and David Inglis con- 
ceived the Detroit Society of Neurology and 
Psychiatry, and on November 19, 1908, held 
its meeting of organization. At one of its 
later meetings in the late ’20’s, in his usually 
calm, direct manner while discussing a paper 
on dementia przcox, he remarked as nearly 
as I can remember: ‘Dementia przcox is a 
baffling disease with poor prognosis... . 
but we should not be discouraged. I had 
a patient, a woman, in the hospital at Pontiac 
continuously for 25 years, and she was one 
of those chronic cases about which there 
was no doubt. For the past 8 years she has 
been back home looking after her family and 
not doing badly.” Dr. Christian was a most 
able psychiatrist and a wise administrator. 
He made many contributions to psychiatric 
literature and was looked upon by his com- 
munity as its leading citizen. 

Dr. Albert Moore Barrett, son of a minis- 
ter, and a native of Iowa, graduated from 
the Medical School of the University of 
Iowa in 1895. Imbued with the importance 
of studying the neuropathology of mental 
diseases, he immediately accepted a position 
of pathologist at the State Hospital at Inde- 
pendence, Iowa. With a view to further 
technical training he consulted Dr. Adolf 
Meyer at the Kankakee State Hospital in 
Illinois, and later followed Dr. Meyer to 
Worcester, Massachusetts; then came addi- 
tional training at Danvers and Harvard; and 
a year at Heidelberg with Nissl and Alz- 
heimer. Upon the organic formulations thus 
gained, he was to rear the greatest leadership 
in psychiatry west of the Alleghenies, for 
Dr. Herdman at Ann Arbor had just suc- 
ceeded in establishing the first psychiatric 
hospital in direct relationship to a university 
hospital and medical school. Dr. Barrett 
became its director in September, 1903. 
There, for 30 years, he shaped the policies 
of that institution, the first of its kind in 
America, and made of it a century stone 
in psychiatric progress. As professor of 


psychiatry at the University of Michigan, 
his direct, practical and forceful teaching 
made him a great figure in the psychiatry 
of his generation. During World War I 
his was one of the training centers for 
army psychiatry. He was the recipient of 
many honors: president of The American 
Psychiatric Association, The American 
Psychopathological Association, The Cen- 
tral Neuropsychiatric Association. At the 
time of his death in 1936, he was president 
of the American Neurological Association, 
and had been selected the Salmon lecturer 
for 1937. For years he was a member of the 
editorial board of the Archives of Neurology 
and Psychiatry. The career of Dr. Barrett 
constitutes an important chapter, not only in 
the psychiatry of Michigan, but also in 
American psychiatry—“That of the develop- 
ment of the first full-fledged university clinic 
in psychiatry, State supported and in the 
service of a State University.” 

Dr. George Franklin Inch, soon after his 
graduation in medicine at the University of 
Michigan in 1895, became assistant physician 
at the Kalamazoo State Hospital, where he 
took an active interest in the improvements 
being worked out for the care of the men- 
tally ill. In due course he became assistant 
superintendent, and in 1926 he was called to 
take the superintendency of the Traverse 
City State Hospital. Here he again was an 
active exponent of progress, and in 1931 the 
new Ypsilanti State Hospital selected him as 
its first superintendent. 

Dr. Inch met the many exacting demands 
arising in the course of the development of 
the Ypsilanti State Hospital with wise and 
prudent tolerance and the understanding 
thoroughness for which he had long been 
known. His good work was ended by death 
November 29, 1938. 

Dr. David Ruben Clark, whose “great 
grand uncle was Clark of the Lewis and 
Clark Expedition,” and whose “grandfather 
was a sheriff in Ohio when the sheriff had 
to be able to whip any man in the county,” 
received his medical degree from the Uni- 
versity of Michigan in 1895. After 3 years 
of general medical practice in Niles, Michi- 
gan, he accepted the position of resident 
physician at St. Joseph’s Retreat at Dear- 
born. He thus found himself professionally 
in the midst of that great expanding move- 
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ment of converting insane asylums into 
mental hospitals. In 1909 he became the 
senior medical officer and medical superin- 
tendent of St. Joseph’s Retreat which posi- 
tions he filled most creditably throughout 
his life. In 1909, too, he opened an office in 
Detroit, and was soon shoulder deep in the 
many neuropsychiatric problems of the 
rapidly growing city. “In those days there 
was no hospital for mental cases in con- 
junction with any city institution. Mental 
cases were confined and detained in the 
old Woodbridge Street police station in 
the water front district. With Dr. Lavin, the 
supervising city physician, Dr. Clark organ- 
ized a psychiatric advisory service to this 
police station, which became the mental ad- 
visory service of the police court growing 
into the Psychiatric Clinic of Recorder’s 
Court of the present day. The cell block of 
lunatics of Woodbridge Street Station grew 
to the St. Betsy’s ward of St. Mary’s Hos- 
pital, and then became the psychopathic 
division of Receiving Hospital.” In 1914 he 
joined the faculty of the Detroit College of 
Medicine as instructor and later as professor 
of psychiatry. In 1919 he became attending 
psychiatrist to the psychopathic division of 
Receiving Hospital of Detroit and on the 
death of Dr. George F. Lavin in 1921 took 
charge of that division. 

“Dr. Clark was vitally interested in Michi- 
gan’s program for the care of mental patients 
and repeatedly advocated additions to hos- 
pital capacities for mental cases. He advo- 
cated legal authority to quarantine deranged 
persons for a limited time, until it could be 
determined whether they were dangerously 
insane and once announced himself in favor 
of the abolition of jury trials for criminals. 
Instead he proposed that suspects be taken 
to clinics for analysis by doctors, laboratory 
technicians, psychiatrists, social workers and 
historians. Suspects found to be a menace 
to society would be turned over to a ‘board 
of guardians’ to be lodged in an institution 
suited to their type.” 

Dr. Clark was an honor member of the 
Wayne County Medical Society; a past 
president of the Detroit Society of Neur- 
ology and Psychiatry; a member of The 
American Psychiatric Association; and of 
the American College of Physicians. He 


died an intrepid veteran of Detroit psy- 
chiatry July 3, 1938. 

To the brief biographies of these Michi- 
gan pioneers must be added the names of 
other notable psychiatrists and executives 
who have joined the caravan of the immor- 
tals; they will include George C. Palmer, 
Alfred I. Noble, Herman Ostrander, David 
Inglis, William M. Edwards, Justin E. 
Emerson, Ebenezer O. Bennett, Charles W. 
Hitchcock, Samuel Bell, Walter P. Manton, 
William L. Worcester, George L. Chamber- 
lain, Johann Flintermann, William J. Kay, 
Joseph E. Bennett, Arnold L. Jacoby, Wil- 
liam H. Riley, Irwin H. Neff, and Fred R. 
Hanna. 


PIONEER INSTITUTIONS 


Eloise Hospital (1839).—As among early 
settlers anywhere, among those of the North- 
west Territory the poor, deaf, blind, dumb 
and insane mingled indiscriminately with 
their fellows until necessity and expediency 
demanded their care. On March 8, 1832, 
the original Wayne County Poorhouse, pred- 
ecessor of Eloise Hospital, was officially 
organized. It was removed to its present 
location in 1839. When Bridget Hughes was 
admitted, March 22, 1841, she was registered 
as “crazy.” Thus record is made of its first 
insane inmate. In 1858 it is recorded that 
29 cases of insanity were treated during that 
year, 12 of the 17 insane patients remaining 
in the poorhouse requiring continuous con- 
finement in cells. During this time the 
keepers of the county poorhouse were look- 
ing hopefully toward the completion of 
Michigan’s first formally authorized asylum 
for the insane at Kalamazoo which admitted 
its first patient on April 23, 1859. The 
Kalamazoo Asylum, however, was organized 
to take only the curable insane. The status 
of the incurables at the Wayne County Poor- 
house thus remained largely unaltered except 
in the increasing concern about their needs. 
Discontent with the mere housing and shack- 
ling of the refractory insane caused the 
superintendent of the county poor to request 
the aid of a committee of physicians from 
Detroit, and on recommendation of this 
committee a separate building in connection 
with the county house was constructed, and 
in August, 1869, the first patients were trans- 
ferred. A good start had been made, but 
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in the succeeding years the need of medical 
and psychiatric supervision was increasingly 
felt. Hence in 1881 the Board of Superin- 
tendents of the Poor authorized that in the 
future the keeper of both the almshouse 
and the asylum must be a physician in good 
standing. Dr. E. O. Bennett and his wife 
were appointed medical superintendent and 
matron and for the next 19 years filled their 
positions in commendable manner. In 1890, 
the dignity of both the Wayne County House 
and the Wayne County Asylum was further 
enhanced by the State Legislature providing 
that patients might be committed to the 
Wayne County Asylum instead of the state 
asylum. Furthermore, if such patients were 
supported in the county asylum at the ex- 
pense of the county for two years, their 
support might be transferred to the State 
of Michigan. In 1903 the time was reduced 
to one year. These rulings placed the Wayne 
County Asylum on an equal footing with the 
state asylum and increased the breadth of 
its activities. 

In 1900, Dr. E. O. Bennett resigned and 
was succeeded by his associate, Dr. John J. 
Marker. In 1Ig11 the name “Eloise In- 
firmary” was officially adopted in place of 
Wayne County House and “Eloise Hospital” 
for the group of buildings known as the 
Wayne County Asylum. Dr. Joseph E. 
Bennett, son of Dr. E. O. Bennett, on June 
20, 1913, was appointed house physician of 
Eloise Infirmary. Dr. Marker creditably held 
the superintendency of the Eloise Hospital 
until September 2, 1921. Dr. Joseph E. Ben- 
nett then took over, and efficiently served 
that office until his death April 6, 1929. 

Dr. Thomas K. Gruber, then superinten- 
dent of the Receiving Hospital of the City 
of Detroit, was appointed May 1, 1929, to 
serve as medical and general superintendent 
of both the Eloise Hospital and the Eloise 
Infirmary. The history, development and 
present status of these two closely associated 
institutions are unique in that they represent 
not state but county institutions. Originally 
co-extensive with all of the lands of the 
vast Northwest Territory, with an area of 
265,858 square miles, Wayne County has 
shrunk to a mere 607 square miles; its 
present area. Its population, however, is 
another matter. The Federal census records, 
April 1, 1940, a population of 2,015,623— 


1,623,452 in Detroit alone—and it is reliably 
estimated that during the past two years, 
365,000 have been added on the basis of 
increasing industrial activities. Little wonder 
then that Dr. Gruber reports for January 31, 
1943, a patient population at Eloise of 7001 
—Eloise Hospital, 3936 mentally ill; Eloise 
Infirmary, 3065 indigents and physically in- 
firm. On June 25, 1913, the patient popula- 
tion of Eloise Hospital was only 576—287 
men and 289 women. 

The Wayne County Board of Auditors in 
1934 authorized organization of the Eloise 
Parole Clinic, which has proved a very 
valuable addition to the Eloise institutions. 
December 1, 1935 Dr. Martin H. Hoffmann 
was elected its director. Recently, Febru- 
ary 15, 1943, Dr. Hoffmann resigned to re- 
turn to the private practice of neuropsy- 
chiatry in the city of Detroit. His successor 
has not been appointed. 

Record of the history of Eloise Hospital 
would be incomplete without reference to its 
x-ray service. Roentgen announced his dis- 
covery in December, 1895. By December, 
1896, Stanislas M. Keenan had personally 
constructed and put into use in his electrical 
laboratory at Eloise a machine with which 
he did all the heavy x-ray work for Detroit 
physicians until 1900. Thus Eloise Hospital 
holds priority in the use of the x-ray in the 
examination of patients west of the Alle- 
ghenies and probably in all of the United 
States. 

Kalamazoo State Hospital (1848 —Michi- 
gan had not formally authorized care for its 
insane until Governor Ransom issued a 
special message February 28, 1848, recom- 
mending that, “Provision should be made 
for the establishment of a hospital for the 
insane and an asylum for the deaf and dumb 
and blind at the earliest period consistent 
with the existing obligations of the State.” 
The Legislature thereupon authorized such 
institutions and provided for the appoint- 
ment of a Board of Trustees, who deter- 
mined that the asylum for the insane was to 
be located at Kalamazoo and the asylum for 
the education of the deaf, dumb, and blind 
at Flint. Progress was slow, but in 1853 
Governor McClelland sanctioned the build- 
ing of an asylum for insane on 160 acres 
of land favorably located one mile west of 
the village of Kalamazoo. Members of the 
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Board of Trustees had visited some of 
the eastern hospitals, and Dr. John P. Gray, 
acting superintendent of the New York State 
Asylum at Utica, was obtained as the first 
medical superintendent in January of 1854. 
Thus the leavening influence of the Utica 
Asylum system was operative in the early 
care for the insane of Michigan. After two 
years Dr. Gray returned to Utica as super- 
intendent and his assistant there, Dr. Ed- 
win H. Van Deusen, was appointed to fill 
the Michigan position. In spite of a destruc- 
tive fire, February 11, 1858, in buildings 
under construction, the first patient was ad- 
mitted April 23 and the asylum was formally 
opened August 29, 1859. By 1874 the Michi- 
gan Asylum for the Insane, with a capacity 
of 580 patients, was considered complete 
and could take rank with the large institu- 
tions of the older states. Dr. Van Deusen 
by his untiring efforts succeeded in creat- 
ing an enlightened public sentiment with 
regard to the mentaily ill. He retired in 
1878 and was succeeded by Dr. George C. 
Palmer. During Dr. Palmer’s administra- 
tion the “colony plan’ was put into effect. 
This was probably the first successful 
American experiment in distant segregation 
of mental patients. In 1887 two cottages 
each accommodating 50 chronic mental pa- 
tients were added to the 4o0-bed cottage 
erected in 1886. These cottages located on 
adequate acreage provided industrial oppor- 
tunities notably dairying in keeping with 
the abilities of the patients selected for the 
cottage life. This colonizing of carefully 
selected chronic mental patients at some 
distance from the parent institutional build- 
ings has proved highly satisfactory, and has 
been copied by many other institutions. 
After 27 years of service, Dr. Palmer 
resigned June I, 1891, to take the superin- 
tendency of Oak Grove Hospital for Mental 
Diseases at Flint, Michigan. His associate, 
Dr. Williams M. Edwards, succeeded him. 
Dr. Edwards established a training school 
for nurses; further restricted the use of 
mechanical restraints; and promoted thera- 
peutic measures and laboratory methods of 
high standard. He died in 1905 and Dr. 
Alfred I. Noble of Worcester, Massachu- 
setts, was appointed his successor January I, 
1906. Dr. Noble successfully planned segre- 
gation and open-air treatment for the insti- 


tution’s tuberculous patients. Accommoda- 
tions for 200 tuberculous men were occupied 
in 1910 and similar provisions for 25 tuber- 
culous women, in IQII. 

In 1908 the Board of Trustees suggested 
that the name, Michigan Asylum for the 
Insane, be changed. “In the evolution of 
the present system of caring for the insane, 
there has been a wide departure from the 
earlier prison methods . . . . and there has 
been a growing disposition to discard dis- 
tinctively custodial or asylum features, it 
would be eminently proper, following the 
example of New York State, to designate 
them all as State Hospitals, prefixing the 
name of the city or township as Kalamazoo 
State Hospital, etc.” The Legislature au- 
thorized this change in I9gII. 

In 1914 the Kalamazoo State Hospital 
comprised 73 buildings and 1053 acres of 
land. Its patient population July 1 of that 
year was 2111. In the 55 years since the 
admission of its first patient in 1859, 14,125 
patients had received care; 2714 discharged 
as recovered, 3086 as improved, 2027 unim- 
proved, 4093 died, 94 not insane. All forms 
of mechanical restraint had been summarily 
abolished in 1906, occupational therapy had 
been introduced and expanded into a depart- 
ment in I910; an active out-clinic system 
was established in 1916; and a social service 
of high order was instituted in 1921. 

On the death of Dr. Noble in 1916, his 
assistant, Dr. Herman Ostrander, succeeded 
to the superintendency. A firm believer in 
occupational therapy, he established a School 
of Occupational Therapy which developed so 
successfully that prescribed courses of train- 
ing for college credit were arranged with 
the nearby Western State Teachers College. 
Dr. Ostrander retired in 1930, and Dr. 
Roy A. Morter became the medical superin- 
tendent. Under his direction a research pro- 
gram has been instituted, and noteworthy 
work is being done in the endocrinology of 
schizophrenia. 

Pontiac State Hospital ( 1873).—Authori- 
zation by the Legislature of 1873 resulted 
in the Eastern Michigan Asylum for the 
Insane being established at Pontiac. Con- 
struction was begun February 1875 and the 
first patients, 222, were received August I, 
1878. Dr. Henry M. Hurd, fresh from 8 
years of training with Dr. Van Deusen at 
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Kalamazoo, was appointed the first medical 
superintendent. Upon Dr. Hurd’s sugges- 
tion the state passed a law in 1884 permitting 
superintendents therapeutically to assign 
work to their hospital inmates. In 1889, 
Dr. Hurd resigned and was succeeded by 
Dr. C. B. Burr, who had come to the Pontiac 
Asylum as assistant physician in 1879. In 
1890 a training school for nurses and atten- 
dants was organized by Dr. Burr. This was 
the first school of its kind in Michigan and 
the eighth in order of priority in the United 
States. 

Dr. Edmund A. Christian was elected to 
the superintendency when Dr. Burr resigned 
in 1894 to accept the medical directorship of 
the Oak Grove Hospitai at Flint. Through- 
out his 53 years of service Dr. Christian 
expanded the physical facilities of the insti- 
tution to meet as nearly as possible the grow- 
ing demands of the district served. De- 
veloping a prize herd of Holstein dairy cattle 
to provide for the institutional larder, and 
the isolation of tuberculous patients with 
access to open-air verandas, are but two of 
his many forward steps. When Dr. Chris- 
tian retired in 1935, Dr. Perry V. Wagley 
came into office. Dr. Wagley, being a 
member of the Army Medical Reserve 
Corps, was called to active duty in 1941. 
Dr. E. J. Rennell then took charge as acting 
superintendent. 

The Pontiac State Hospital, so named in 
accordance with the State Law of IgII, 
has grown sturdily from the Eastern Michi- 
gan Asylum of 1878, with a bed capacity of 
400 to an institution that now houses mere 
than 2000 patients. 

Traverse City State Hospital (1881) .— 
In the decade between 1870 and 1880 the 
State Care Acts of Michigan became effec- 
tive. They prohibited care of the insane in 
county houses, jails and places of detention. 
Due to this prohibition and the growing num- 
ber of insane throughout the state, an addi- 
tional asylum was authorized by the Legisla- 
ture in 1881. Construction was begun late 
in 1882 and on November 5, 1885 the new 
Northern Michigan Asylum at Traverse City 
received its first 300 patients, by transfer 
from the asylums of Pontiac and Kalamazoo. 
Dr. James Decker Munson, chief assistant 
to Superintendent Hurd at Pontiac had ac- 
cepted the superintendency. Dr. Munson 


saw one of his greatest ambitions realized 
when the Legislature of 1915 authorized the 
incorporation of a general hospital in the 
further plans of the institution. It was first 
established in one of the cottages in 1916 
and proved so successful both in service to 
patients and training for nurses, that later 
Legislatures made appropriations for the 
construction of a complete general hospital. 
The present James Decker Munson Gen- 
eral Hospital as an intimate unit of the 
Traverse City State Hospital was completed 
in 1925. Dr. Munson retired July 1, 1924, 
and Dr. Earl H. Campbell filled the office 
until relieved on March 1, 1926, by Dr. 
George F. Inch. Dr. Inch served efficiently 
until June 30, 1931 when he was called to 
be the first superintendent of the Ypsilanti 
State Hospital. Dr. R. P. Sheets succeeded 
him. 

Newberry State Hospital (1893).—Under 
the name of the Upper Peninsula Asylum 
for the Insane the Newberry State Hospital 
came into being by Act 210 of the Public 
Acts of 1893. The original plan called for 
the erection of 20 cottages built in a quad- 
rangle and connected by enclosed porches, 
to be located on a 560-acre tract on a ridge 
overlooking the Tahquamenon River valley 
2 miles south of Newberry in Michigan’s 
Upper Peninsula. The first three cottages 
were ready in the fall of 1895 and 54 patients 
were transferred to them to relieve the over- 
crowding of the Traverse City State Hos- 
pital. The last of the 20 cottages, complet- 
ing the 1000 bed capacity of the hospital, 
was constructed in 1918. Dr. Samuel Bell 
was appointed the first medical superinten- 
dent. He served until April 1, 1899 when 
he resigned and was followed by Dr. George 
L.. Chamberlain who had been assistant medi- 
cal superintendent from the opening of the 
hospital in 1895. When Dr. Chamberlain 
resigned in 1905 he was succeeded by Dr. 
Earl H. Campbell. 

In 1939 a group of buildings for the 
housing, care and training of the feeble- 
minded children of the Upper Peninsula 
was added to the Newberry State Hospital 
aggregate. The growth of the hospital is 
reflected in a report of June 30, 1942. On 
that date there were 1340 mental patients 
in the hospital and 210 defective children 
in the children’s unit. 
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The Neuropsychiatric Institute (1901).— 
Michigan holds priority in America in being 
the first state to establish an institute of 
neuropsychiatry as an intimate part of its 
State University. Largely through the per- 
sonal efforts of Dr. William J. Herdman 
the Michigan Legislature in 1901 passed Act 
161, ‘to provide for the construction and 
equipment of a psychopathic ward upon the 
hospital grounds of the University.’ Close 
association between the state asylums and 
the University Hospital and Medical School 
was judged necessary. To that end the Legis- 
lature passed an act which provided that a 
hoard of control, composed of members of 
the Board of Regents and the Joint Board 
of Trustees of the asylums for the insane, 
should direct the newly organized institution 
and should obtain as its superintendent a man 
qualified in clinical psychiatry and neuro- 
pathology. It was to be the responsibility of 
the selected psychiatrist, pathologist and ad- 
ministrator, “To conduct clinical and patho- 
logical investigations and to direct the work 
of clinical and pathological research in the 
several asylums of the state, and to instruct 
the students of the medical department of 
the University in the diseases of the mind.” 
Dr. Herdman had hoped that Dr. Adolf 
Mever or Dr. August Hoch would accept 
the directorship, but when these men estab- 
lished themselves in New York, they rec- 
ommended Dr. Albert M. Barrett for the 
position. Dr. Barrett took office January 1, 
1g06, and formally accepted as his first pa- 
tients on February 7 of that year 37 inmates 
from the Kalamazoo and Pontiac Asylums. 
In 1907, by Legislative act the name, Psycho- 
pathic Ward of the University Hospital was 
changed to the State Psychopathic Hospital 
at the University of Michigan. In truly 
gifted manner Dr. Barrett organized and 
developed the State Psychopathic Hospital 
into an institution the works and records of 
which will always stand as highly illuminated 
pages in the history of American neuro- 
psychiatry. 

Dr. Barrett was about to realize one of 
his dreams when in 1929 the Legislature ap- 
propriated $330,000 for the construction of 
a new building, but the national and state 
financial depression later caused a repeal of 
this appropriation. In 1935 the directive con- 


7 


THOS. J. HELDT 


727 


trol of the State Psychopathic Hospital came 
solely into the hands of the Board of Re- 
gents of the University. 

In April, 1936, after the death of Dr. 
Barrett, Dr. Harley A. Haynes became act- 
ing director of the State Psychopathic Hos- 
pital until Dr. Raymond W. Waggoner was 
appointed director, January I, 1937. 

In 1937. by State action, the State Psy- 
chopathic Hospital gave way to The Neuro- 
psychiatric Institute of the University Hos- 
pital. An appropriation of $400,000 was 
made to construct a new unit directly at- 
tached to the University Hospital. This 
physical unification has facilitated more in- 
timate coordination and cooperation of all 
hospital activities concerned. 

The Ionia State Hospital (1883) estab- 
lished under the name of The Michigan 
Asylum for Insane Criminals, received its 
first patients in September of 1885. Its first 
superintendent was Dr. Oscar R. Long, who 
served until his death in 1914. Dr. Robert H. 
Haskell, for 3 years first assistant to Dr. 
Albert M. Barrett at the State Psychopathic 
Hospital, was elected to fill the vacancy. He 
resigned February 25, 1926, to accept the 
superintendency of the Wayne County Train- 
ing School at Northville. Dr. Perry C. 
Robertson, who had come to the Ionia State 
Hospital as an interne in 1912 was appointed 
his successor. 

The original purpose of the institution 
was: “To take insane convicts from civil 
asvlums who manifested homicidal tenden- 
cies ; and to receive persons under arrest for 
crime adjudged insane by the Court before 
completion of trial.” The implication is 
highly custodial. However, under the ad- 
ministrative genius of Drs. Long, Haskell 
and Robertson the institution is a worthy 
example of an asylum changed to a modern 
hospital where the principal goal is protec- 
tive guidance and rehabilitation. Dr. Robert- 
son reports that on July 1, 1942, his patient 
population was 1009—927 males and 82 
female patients. 

The Lapeer State Home and Training 
School (1893) was established at Lapeer, 
under the name of the Michigan Home for 
Feebleminded and Epileptics. A succession 
of able men have been its superintendents: 
Dr. William A. Polglaise (1893-1906), Dr. 
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George L. Chamberlain (1906-1911), Dr. 
H. A. Haynes (1911-1924), Dr. William J. 
Kay (1924-1930), Dr. Robert L. Dixon 
(1930-1937), and Dr. Fred R. Hanna (1927- 
1942). In 1919 the Home had a patient 
population of 1450 with a waiting list of 
550. At the present time, more than 4000 
of the state’s feebleminded are housed and 
schooled there. 

The Caro State Hospital for Epileptics 
(7913) was authorized originally as_ the 
Michigan Farm Colony for Epileptics for 
“The humane, curative, scientific and eco- 
nomical treatment of epileptic persons, ex- 
clusive of the insane and idiotic.” Construc- 
tion on the colony plan was begun at Wah- 
jamega, now Caro, May 30, 1914, and in 
February, 1915, 106 male patients were 
already housed there. Dr. Robert L. Dixon 
was appointed superintendent in 1913, and 
held that post continuously except for the 
period 1930 to 1937 when he served the 
Lapeer State Home and Training School 
in a similar capacity. Dr. W. A. Crooks, 
1930 to 1934, and Dr. J. T. Redwine, 1934 
to 1937, filled the position in his absence. 
On the death of Dr. Fred R. Hanna, super- 
intendent of the Lapeer State Home, in the 
fall of 1942, Dr. Dixon was again called to 
that office in the Lapeer Home. Dr. Willard 
W. Dickerson, formerly Dr. Dixon’s assis- 
tant, has been selected as director for the 
Caro State Hospital for Epileptics. The 
present bed capacity of the hospital is 1468, 
but a long waiting list shows that enlarge- 
ment is urgently needed. 

Wayne County Training School (1922) 
for selected mentally defective children was 
authorized at the polls by the voters of 
Wayne County in 1922. It is located on 
well chosen grounds at Northville, Michigan. 
During the 15-year period, 1910 to 1925, 
Michigan was changing from a state 55% 
rural to a state 68% urban. This necessitated 
additional provision for the mentally defec- 
tive of Wayne County whose population was 
rapidly approaching 2,000,000. Construction 
was promptly undertaken, and a splendid 
array of 26 buildings was ready for the re- 
ception of children in 1927. Dr. Robert H. 
Haskell, previously for 10 years superin- 
tendent of the Ionia State Hospital, was 
chosen in January, 1926, as the medical 
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superintendent. At the end of June, 1929, 
602 children were under care. The present 
capacity of the School is 835 and since its 
founding several thousand children have 
already been returned to their respective 
communities acceptably adjusted. 

The former Michigan Home and Train- 
ing School at Lapeer, now called the Lapeer 
State Home and Training School, had long 
proved inadequate to meet the growing de- 
mands for admissions. The problem espe- 
cially urgent was the care of the higher 
erade, or moron, group of defectives. Hence, 
Wayne County Training School at all times 
has limited its admissions to carefully se- 
lected defective individuals capable of profit- 
ing 


~ 


by special training methods. The idiots, 
imbeciles and low grade morons are still 
admitted to the Lapeer State Home. 


Dr. Haskell set for the Wayne County 


Training School the task of constructively 
socializing, ‘children of the moron type re- 
vealing traits indicative of unhealthy, un- 
social or antisocial attitudes and conduct 
which may damage their potentialities for 
community usefulness the potentially 


salvageable defective, early in years and early 
in his difficulties. Train him; put him back 
in the community as early as possible; and 
furnish him that continuing external care 
and supervision, which the very concept of 
high grade mental deficiency implies, and 
vhich is necessary for his acceptability in 
the community.’ His efforts are bearing 
fruit. The Wayne County Training School 
ranks with the foremost of the few of its 
type, and is sought out by national and 
international visitors as an example of 
achievement. 

Ypsilanti State Hospital (1929) was au- 
thorized by Act 324 in 1929. The normal 
bed capacity of all the state hospitals of 
Michigan, including Eloise Hospital, the 
county hospital of Wayne County, was, in 
1919, 6729. However the hospitals were 
caring for 7938, an overload of 1209 pa- 
tients. In spite of the addition of more 
buildings and beds to the state and county 
institutions the patient overload was 1442 
in 1926. The need of another hospital was 
imperative and led to the construction of the 
State Hospital at Ypsilanti. It received its 
first patients, six men, June 15, 1931, “a little 
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less than a year from the date of the turning 
of the first sod.” Dr. George F. Inch was 
appointed medical superintendent and took 
charge July 1, 1931. The efficient adminis- 
tration of Dr. Inch was terminated by his 
death in November, 1938, when his assistant 
superintendent, Dr. Orus R. Yoder, suc- 
ceeded him. The present bed capacity of the 
Ypsilanti State Hospital is 3342. 

Coldwater State Home and Training 
School (1874)—Originally founded as a 
State Public School it was opened in 1874 
for the institutional care and education of 
“dependent, ill-treated, and neglected chil- 
dren under fourteen (years of age and) of 
sound body and mind.” Discontinued as a 
State Public School in 1935 and renamed 
the Michigan Children’s Village 250 children 
were transferred to it from the Lapeer State 
Home and Training School. In 1937 it was 
placed under the jurisdiction of the newly 
created State Hospital Commission as, “A 
hospital and training school for the scientific, 
humane, educational and economical treat- 
ment of mentally deficient children above 
the imbecile level.” In 1939 its name was 
changed to the present one, and it was au- 
thorized to admit all types of mentally de- 
fective persons committed by the Probate 
Court. Present bed capacity is 970. Dr. 
Harry A. Schneider has been superintendent 
since 1935. 

Mount Pleasant State Home and Training 
School (1937).—Formerly the United States 
Indian School at Mt. Pleasant, later for a 
time a Boys’ Vocational Unit of the Lapeer 
State Home and Training School, the Mount 
Pleasant Home in 1937 became another home 
and training school for mentally defective 
persons. The hospital on the grounds with 
six beds reserved for institutional use is used 
as a city hospital by the city of Mt. Pleasant. 
In May 1940 the bed capacity was 345. The 
superintendent and manager is Mr. Bradley 
T. Fowlkes. 

In addition to the state and county insti- 
tutions reviewed, the following hospitals and 
sanitariums in the state, outside of the 
Detroit area, must be mentioned : 

St. Joseph’s Retreat ( 1860).—The present 
Retreat hospital was dedicated January 25, 
1860, but had its beginning in St. Mary’s 
Hospital of Detroit established in 1845. In 
1855, Sister Mary de Sales, Superioress, St. 


Mary's Hospital, first admitted acute cases 
of insanity to that hospital. To facilitate 
their care the Sisters in 1859 purchased a 
20-acre tract at the site of the present Re- 
treat and the insane patients of St. Mary’s 
Hospital were removed to the small re- 
modelled farm house. The first brick build- 
ing accommodating 80 patients was com- 
pleted in 1870. Sister de Sales resigned as 
Superioress of St. Mary’s Hospital to take 
the directorship of the Michigan State Re- 
treat. Since 1870 more buildings have been 
added and throughout the years, with the 
assistance of many of the physicians of De- 
troit, St. Joseph’s Retreat has been a virtual 
training school in clinical psychiatry for a 
goodly number of junior aspirants. The 
present bed capacity is 362. Sister Winifred 
Kerwin is superintendent; Dr. Russell T. 
Costello, medical superintendent. 

Mercywood Neuropsychiatric Hospital 
(1925) is a 40-bed hospital for nervous and 
mental patients located in the outskirts of 
Ann Arbor. Administrator is Sister Mary 
Emanual, R. N.; medical superintendent Dr. 
Theophil Klingmann. 

Institute for Mental Hygiene of the Battle 
Creek Sanitarium.—Long the work-sphere 
of Dr. W. H. Riley and his associates, was 
a unit of the Battle Creek Sanitarium, which 
was organized by a zealous group of Seventh 
Day Adventists in 1865 as the Western 
Health Reform Institution. It became the 
property and lifework of Dr. John H. Kel- 
logg in 1876 who developed it to a capacity 
of 500 beds. It passed into the hands of the 
Federal Government August I, 1942, was 
opened to Federal patients January 1, and 
dedicated as the Percy L. Jones General 
Hospital February 22, 1943. 

Pine Rest Sanitarium at Cutlerville, Mich- 
igan, is a unit of the Christian Psychopathic 
Hospital, which was established in 1909 and 
has a present bed capacity of 330; Dr. Jacob 
D. Mulder, medical superintendent. 

Haven Sanitarium (1932).—Established 
for nervous and mental patients at Rochester, 
Michigan; 50 beds; Mr. Graham Shinnick, 
with a board of medical advisors, is manager. 

Veterans Administration Facility (1924). 
Established exclusively for nervous and 
mental patients at Fort Custer, Michigan ; 
1538 beds. 
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In the Detroit area: The following invite 
attention. 

The Psychopathic Ward of the City of 
Detroit Receiving Hospitai (1915), provides 
a highly essential service for the psychiatric 
exigencies of the metropolitan area. As is the 
case with psychiatric units of city receiving 
hospitals generally, the psychopathic ward of 
Detroit’s Receiving Hospital is wholly in- 
adequate to properly meet the demands upon 
it. Nevertheless, through the highly personal 
efforts of men like Dr. David R. Clark and 
Dr. J. Frank Kilroy in the past, and its 
present hospital staff members, it has a 
record of work well done in the face of 
heavy odds. 

The Merrill-Palnier School of Detroit 
(1920). Founded under the will of Lizzie 
Merrill Palmer. The purpose of the school 
is outlined in an excerpt from her will: “I 
hereby give all the rest of my estate for the 
founding, endowment, and maintenance in 
the City of Detroit, of a school at which girls 
and young women shall be educated, trained, 
developed and disciplined with special refer- 
ence to fitting them mentally, morally, phy- 
sically, and religiously for the functions and 
services of wifehood and motherhood, and 
the management, supervision, direction, and 
inspiration of homes.” From small begin- 
nings this school has grown to occupy sev- 
eral buildings. Its achievements are out- 
standing. 

Psychopathic Clinic of the Recorder’s 
Court (1921). Its importance conceived by 
Dr. Albert M. Barrett and organized by his 
student and assistant, Dr. Arnold L. Jacoby 
in 1921, this court clinic has come to hold an 
indispensable relationship to the municipal 
courts of Detroit. Its growth has been phe- 
nomenal, its recognition local, national and 
international. On the death of Dr. Jacoby in 
1927, the directorship of the Clinic passed 
to Dr. Theophile Raphael, also of Barrett 
training. Dr. Raphael resigned in 1930 to 
accept a position at the University of Michi- 
gan. Dr. Isaac L. Polozker succeeded him. 
On the death of Dr. Polozker in 1935, Dr. 
Lowell S. Selling, the present incumbent, 
became the director. The history, develop- 
ment and attainments of this clinic make 
very readable pages in forensic psychiatry. 
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Division of Neuropsychiatry, Henry Ford 
Since August 1, 1923, the 
Henry Ford Hospital, a general hospital of 
5 beds, has maintained a division of neuro- 


Hospital (1923). 


psychiatry as an intimate part of its general 
plan and management. The in-patient ser- 
vice of 35 to 50 beds is in no way set apart 
from the rest of the hospital. While there 
are notable instances of mental hospitals in- 
corporating a general hospital, in this in- 
stance it is sought to amalgamate the care 
of the mentally ill of all types, including the 
psychotic, with the provisions made for all 
The entire hospital staff, 
management personnel, physicians, surgeons 
and specialists alike are thus fortuitously ex- 
posed to this incorporate form of psychiatric 
care and treatment. Through understanding 
cooperation of municipal and county courts, 
legal formalities have been reduced to the 
minimum, and prompt admission of the psy- 
chotic patient, without formality, is the rule. 
The advantages and the success of this uni- 
fication of service for the psychiatric pa- 
tient throughout a period of twenty years 
have far exceeded the anticipations of Dr. 
Thos. J. Heldt, physician in charge of this 
Division of Neuropsychiatry from its in- 


other patients. 


ception. 

The Children’s Center founded and spon- 
sored by the Couzen’s Children Fund of 
Michigan was organized in September 1930. 
It is Detroit’s child guidance clinic and as 
such becomes an important element in the 
national child guidance movement first in- 
augurated by the Commonwealth Fund and 
National Committee for Mental Hygiene in 
1921. Its medical director is Dr. John M. 
Dorsey, assisted by Maud E. Watson, Ph. D. 

The Michigan Society of Neurology and 
Psychiatry, organized in 1908, records on its 
charter membership roll a list of 26 impres- 
sive names among them many of the pioneers 
to whom reference has been made in pre- 
ceding pages. Originally named the Detroit 
Society of Neurology and Psychiatry, it has 
been a medium for the exchange of scientific 
thought, clinical and administrative experi- 
ence, and for social fellowship. Its present 
roster shows 94 members, 22 of whom have 
entered some branch of the armed forces of 
World War II. Its president is Dr. John M. 


Dorsey. 
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The Michigan Society for Mental Hygiene 
was organized in November, 1936. Its mem- 
bership has increased rapidly and in keep- 
ing with its active interests and efforts. Its 
president is the Rt. Rev. Lewis B. Whitte- 
more of Grand Rapids. 

A Conference on Psychiatry, under the 
auspices of the University of Michigan and 
the McGregor Fund was held in Ann Arbor 
in October 1942. This Conference was 
judged timely and significant in the state 
and the national efforts of psychiatry in 
World War II. The addresses and discus- 
sions of the Conference will appear in a 
carefully edited book now in the hands of 
the printers. 


In epitomizing some of Michigan’s ad- 
vancements in neuropsychiatry over the span 
of years, 1843 to 1943, thought should be 
turned to a review of significant attitudes, 
declarations, and accomplishments, more or 
less in chronological order, namely : 

Constant and persistent denouncing of the 
practice of deception in the care and treat- 
ment of any mentally ill person. Abolition, 
completely and summarily, of the use of 
mechanical restraint in the control of the 
psychotic. Efficient night nursing for insti- 
tutional patients, with the presumption that 
the noninstitutional mental patient is al- 
ways so protected. Development and crystal- 
lization of laws for the protection, care and 
treatment of the insane. The therapeutic use 
of industrially recognized occupation for 
selected able-bodied mentally afflicted. Oc- 
cupational therapy in the now usually ac- 
cepted meaning to be a recognized part of 
psychiatric management. Establishment of 
the first psychiatric hospital in America in 
close relationship to a university hospital and 
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medical school. Among the leaders in the 
movement of converting insane asylums into 
mental hospitals. Establishment of training 
schools for nurses and attendants in state 
hospitals. Development of the “colony plan” 
for the chronic insane: the bugaboo of cost 
enters here, and may defeat still the thera- 
peutic purpose subserved. Establishment of 
a general hospital as an integral part of an 
individual state hospital system. Adequate 
isolation of the tuberculous insane. The 
establishment of an outstanding psychopathic 
clinic in connection with the Courts of De- 
troit. Promoting the care of psychiatric pa- 
tients in general hospitals. Development of 
a special school for the training of young 
women in the foundations of home-making. 
A constant alert in the use of psychiatry in 
the war effort. 

In Michigan, as probably in most other 
states of the United States, overcrowding, 
long lists of patients awaiting admission, ex- 
cessive ratio of patients to doctors and pa- 
tients to nurses and patients to attendants, 
and excessive public and political demand 
for economy in an already threadbare sav- 
ings program, are still the serious problems 
in the care of the insane. Segregation still 
carries with it too much of custody and eco- 
nomic frugality, and too little of isolation 
and discrimination for therapeutic advan- 
tages as in the case of tuberculosis and con- 
tagious diseases. 

The seventy-ninth meeting of The Ameri- 
can Psychiatric Association was held in De- 
troit in 1923. Twenty years later it is again 
the privilege of the neuropsychiatrists of 
Michigan to extend to the medical profes- 
sion and The American Psychiatric Associa- 
tion on the occasion of its ninety-ninth meet- 
ing, a most hearty welcome. 
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AMNESIA, REAL AND FEIGNED 
WILLIAM G. LENNOX, M.D., Boston, Mass. 


“Father, forgive them for they know not 
what they do.” A plea for mercy based on 
irresponsibility has always been prominent 
in courts of justice. The degree and kind 
of irresponsibility has varied from a lack of 
understanding, as in the case of Christ’s 
assailants, to entire ignorance of the crime, 
as in persons whose defense is amnesia. 

Amnesia means “loss of memory.” As 
used medically, this loss is temporary and 
not permanent, hence we need not consider 
conditions such as idiocy, certain forms of 
insanity or of brain pathology in which 
memory, along with other functions of the 
mind, is continuously impaired. Nor does 
our discussion include the forgetfulness 
which results from inattention, the passage 
of time, or natural sleep. On the other hand, 
it does include partial as well as complete 
amnesia. It should be remembered that the 
terms amnesia and unconsciousness are not 
synonymous. Unconsciousness necessarily 
includes amnesia, but amnesia does not neces- 
sarily include unconsciousness. A person 
may act and talk rationally and a minute 
later have no recollection of what he did 
and said. 

The conditions accompanied by a loss or 
impairment of memory are many, their 
borders may be ill-defined or overlap, more 
than one condition may be operative in a 
given case, and some carry a more urgent 
plea for forgiveness than others. In addition, 
evidence on which to base judgment is in- 
secure because the state of forgetfulness is 
subjective and easily feigned, and the testi- 
mony of witnesses is usually circumstantial. 
Information imparted to the physician by 
a patient and his friends is more reliable than 
testimony given in court, for it is not colored 


1 From the Department of Diseases of the Nerv- 
ous System, Harvard Medical School and the 
Neurological Unit, Boston City Hospital. This 
paper is No. 43 in a series entitled “Studies in 
Epilepsy.” 

This is one of a series of papers constituting a 
symposium: Scientific Proof and Relations of Law 
and Medicine. See editorial comment in this issue 
of the JouRNAL. 
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by the fear of legal consequences. Amnesia 
is important in civil cases in which testa- 
mentary competence, responsibility for acci- 
neglect of duty and so forth are 
involved, but is of more moment in criminal 
cases. Whether the accused is imprisoned, 
or sent to a hospital depends on the genuine- 
ness and the cause of his forgetfulness. 
Ikast(1) has stated that the three most 
important causes of amnesia, as encountered 
in criminal courts, are alcohol, epilepsy and 
hysteria. However, a more complete classifi- 
cation is necessary for an orderly review of 
the problem. In terms of medicine, three 
main causes or types of amnesia may be 
named 


pathological, psychological and 


feigned. 


I. PATHOLOGICAL AMNESIA 


This term is used to cover those cases in 
which the amnesia is associated with and 
presumably caused by abnormal.structure or 
physiology of the brain. The conditions in 
this group are diseases, the amnesia is real, 
the person affected is not responsible for 
his actions, and deserves hospital and not 
prison treatment. The abnormal condition 
of the brain may be either imposed or 
inherent. 


A. IMPOSED BRAIN DISORDERS 


Acquired pathological conditions of the 
brain which may cause temporary amnesia 
are numerous. A blow on the head sufficient 
to produce unconsciousness may cause a 
retrograde amnesia with loss of memory for 
events which preceded the injury, as well 
as for a considerable period after conscious- 
ness is apparently regained. Acute injury to 
the brain from any cause may be followed 
by a lapse of consciousness which, under 
certain circumstances, may be recurrent. The 
stupor which accompanies numerous medical 
conditions is for the patient a period of 
amnesia; the delirium of an acute infection 
or toxemia, impaired consciousness from 
syncope, asphyxia, carotid sinus syndrome 
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or the excessive use of narcotic drugs are 
examples. Diabetic patients who have taken 
an overdose of insulin have been arrested 
for drunkenness. 

A medical technician was subject to periods of 
surliness and peculiar behavior of which he had 
no memory. On one occasion, he went about bran- 
dishing an axe and another time a dissecting knife. 
He was given psychotherapy for a prolonged period 
without benefit. Finally, a physician noticed that 
these periods came only when the man had been 
for some time without food. Surgical removal of 


an insulin-producing tumor of the pancreas cured 
his trouble(2). 


In legal experience, undoubtedly the most 
frequent cause of amnesia and the one in- 
volving most serious results is alcoholic 
intoxication. The legal complications which 
pursue the drunkard are numberless, but 
the more serious crimes committed “under 
the influence” display violence more fre- 
quently than design and cunning. Alcoholic 
intoxication may be alone responsible, or it 
may be combined with other cause or causes. 


B. INHERENT BRAIN DISORDERS 


Persons who experience periods of am- 
nesia, without antecedent brain injury, in- 
toxication or other apparent cause have been, 
from the earliest times, the subject of specu- 
lation. Until the last two or three centuries 
these persons have been regarded as “pos- 
sessed.” Zilboorg(3) has written a detailed 
and fascinating account of the slow evolution 
of medical knowledge and treatment of per- 
sons who at times were not themselves. For 
thousands of years these persons were be- 
lieved to be controlled by demons whose hold 
could be broken only by torture, and death 
of the victim. The courts of law bred hideous 
crimes—committed by the judges. In mod- 
ern times, miscarriages of justice find attenu- 
ated expression in commitment of many 
persons who are not responsible for their 
acts to prisons rather than to the hospitals 
where they belong. 

Epilepsy is the medical condition in which 
periods of amnesia most frequently appear 
“out of the blue.” The term is simply the 
Greek word for seizure, and until recently 
it was what each doctor chose to define it. 
However, recent studies have demonstrated 
that beneath diverse clinical expressions is 
an underlying instability of the electrical 


WILLIAM G. 


LENNOX 733 


activity of the brain, so-called abnormal 
brain waves. Electroencephalography is pre- 
sented in detail in the book by Gibbs and 
Gibbs(4) and epilepsy in the books by 
Lennox(5) and by Penfield and Erick- 
son(6). The brain wave pattern is an 
hereditary trait and abnormal waves, if not 
caused by some acquired brain injury, are 
an inherent disturbance in the normal func- 
tioning of the brain, transmitted through 
one or both parents(7). 

There are three main types of epileptic 
seizures. The symptom which is common to 
all three is amnesia. The amnesia may be 
accompanied or overlaid by other symptoms, 
the most dramatic being the convulsions of 
grand mal. This form of fit may result in 
serious injury, usually to the person himself. 
The law is especially involved over argu- 
ments regarding compensation. Did the em- 
ployee fall over an obstruction or did he 
fall in a convulsion? The presence of drool- 
ing, of a bitten tongue, heavy slumber and, 
on waking, stupor, headache, vomiting or 
muscle soreness indicate that a convulsion 
occurred. Was the injury which resulted 
from the convulsion wholly due to the con- 
vulsion or was it because the employee was, 
say, on a ladder at the behest of the em- 
ployer. Court decisions in some of these 
cases are discussed by Lennox and Cobb(8). 

Petit mal is a transient period of un- 
consciousness (and amnesia) lasting but a 
few seconds. This form of epilepsy may 
exist for years without the friends of the 
patient or even the patient himself being 
aware of it. But there is no mistaking the 
huge brain waves of an alternate dart and 
dome formation, which invariably accom- 
pany a petit mal seizure. Because petit mal 
occur predominantly in young persons and 
are transient, they are relatively innocuous. 
Occasionally petit mal follow one another in 
rapid succession, causing a state of mental 
dullness or incapacity which may persist for 
hours(9Q). 

In all types of seizures, the public is 
principally endangered if the person operates 
a swiftly moving conveyance, whether trolley, 
train, automobile, elevator or air plane. In 
one state, California, physicians are required 
to report the names of their epileptic patients 
to the Board of Public Health in order that 
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their driver’s licenses may be cancelled(10). 
The definition of epilepsy given in the ruling, 
“any condition which brings about momen- 
tary lapses of consciousness, and which may 
become chronic,” is obviously inadequate 
(11). If epilepsy is reportable, alcoholism 
should be also. 

The third type of epileptic seizure is the 
principal object of attention in this discus- 
sion. The various names applied are but 
descriptions of the patient’s condition: 
psychic, psychic equivalent, psychic variant, 
or psychomotor seizures, fugues, cloudy or 
twilight states, automatisms, paroxysmal 
mania or epileptic insanity. Confusion has 
arisen because writers of the last century 
(and some of the present) call seizures of 
this group, if short lived, petit mal. The 
electroencephalograph, if taken during an 
attack, easily distinguishes the two. As with 
other forms of epilepsy, the greatest di- 
versity of conduct is seen. The person may 
be too helpless and dazed to do more than 
lie stupidly in bed, or he may perform compli- 
cated acts with intelligence and skill; the 
period may be so fleeting as to suggest only 
the amusing forgetfulness of the “absent- 
minded professor,” or it may last for days 
or weeks. During the attack the person’s 
actions may appear only a little odd, or he 
may suddenly become a maniac; usually a 
person’s successive attacks are much alike 
as regards length and severity, an important 
point when the wisdom of a legal commit- 
ment arises, but they may be utterly different. 
In the majority of instances the person 
appears to be sleep-walking or intoxicated ; 
he is in a dazed befuddled state, repeating 
clumsy automatic movements, out of touch 
with his environment and incapable of any 
act of cunning or skill. We shall use the 
term psychomotor for this whole third group. 

Various points which have been, and will 
be mentioned may be illustrated by the fol- 
lowing examples which are, unless otherwise 
noted, personal observations. 


A New York dramatic critic begins to undress 
at a mixed social gathering and becomes surly 
when forcibly deterred. 

A woman, while entertaining a male visitor, gets 
up, goes to her room, undresses and goes to bed 
and after a few minutes “comes to.” 

An obese salesman in poor physical condition, 
while conversing quietly in his parlor, suddenly 
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jumps to his feet, runs nimbly down-stairs, out 
of doors and swiftly up the street eluding his pur- 
suers. When he comes to, he is utterly spent. 
(An operation later disclosed a tumor in the center 
of the brain.) 

A school-girl of 17 with a family history of epi- 
lepsy has never herself had a convulsive seizure. 
Her I. Q. is 127. While acting as a nurse-maid, 
she feels a sudden impulse to kill the child, which 
frightens her so much that she gives up her posi- 
tion. She is listening to an outdoor evening con- 
cert in Boston, then “comes to” the next morning, 
very tired, walking along the sidewalk of a suburb. 
She develops a delusion about a Nazi spy ring 
and takes a train for Boston to notify the authori- 
ties. She regained her memory several days later 
in the Psychopathic Hospital, where she had been 
taken when found wandering the streets in a dazed 
condition. Other episodes and admission to differ- 
ent hospital had yielded a variety of diagnoses: 
malingering, hysteria, psychopathic personality, 
schizophrenia and psychomotor epilepsy. In favor 
of the last named diagnosis were two factors, an 
abnormal electroencephalographic record and the 
fact that a period of amnesia never occurred while 
she was taking dilantin sodium, an effective medi- 
cine for controlling psychomotor seizures. 

An illustration of the full physical command 
which a person may maintain is contained in the 
reports given to Hughlings Jackson(12) by a 
physician subject to periods of amnesia. On dif- 
ferent occasions he crossed a difficult slope of 
glacier, played tennis without loss of skill and 
made an interrupted railway journey, with no 
recollection afterwards of how he managed. Most 
curious of all was a professional experience. He 
was about to examine a patient’s chest when he 
felt the aura of an attack. “I remember taking 
out my stethoscope and turning away a little to 
avoid conversation. The next thing I recollect is 
that I was sitting at a writing-table in the same 
room, speaking to another person, and as my 
consciousness became more complete, recollected 
my patient, but saw he was not in the room.” 
Later he found the patient in bed and the diag- 
nosis which he, the doctor, had written (‘“pneu- 
monia of the left base”) on re-examination was 
found to be correct. 

Spratling(13) tells of a traveling salesman who 
for 28 days traveled his circuit, recorded events, 
including convulsive seizures, in his diary yet at 
the end of that time had no recollection of any- 
thing that transpired. 


In general, epileptic periods of amnesia 
have the They 
have fairly definite limits. The person can 
usually state what he was doing up to the 
certain point when all became blank. This 
point coincides with, or slightly precedes, 
aberrations in his behavior. The termination 
of amnesia is usually not so clear-cut and 
it may extend well beyond the pericd of 
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apparent recovery. After a grand mal con- 
vulsion, also, the person may apparently 
regain consciousness and talk rationally but 
later remember nothing of this period. 

The amnesia of psychomotor epilepsy is 
permanent. Neither probing of the memory 
nor passage of time will bring to light any 
memory of what took place during the “black 
out.”” Another important point, the epileptic 
amnesia covers only the events around the 
seizure and not the person’s whole past life. 
Occasionally, a person who has experienced 
a seizure of any type will be unaware that 
the attack has occurred. He is unconscious 
of having been unconscious or amnesic. In 
spite of the examples which have been 
named, the amnesia of epilepsy is not always 
complete. The person may have a hazy or 
spotted recollection of what transpired, “‘like 
a bad dream.’ Such periods are, however, 
unusual. In other instances, and these are 
frequent enough, there may be periods of 
moodiness, mental dullness or ugly temper 
which like seizures are recurrent, but in 
which memory is not impaired. 

The best evidence that a period of abnor- 
mal behavior is the outward expression of a 
disturbance of the brain, and not willful is 
provided by the electroencephalograph. The 
epileptic amnesia is accompanied by brain 
waves which are abnormally slow and large, 
waves in sharp contrast with the high voltage 
fast waves of a grand mal and the alternate 
fast and slow waves of petit mal. The brain 
wave record of a patient during various 
periods of a psychomotor seizure is shown 
in Fig. 1. Like clinically observable seizures, 
the electrical seizure discharges recorded on 
the electroencephalogram may be a mixture 
of two types. 

About 85 per cent of epileptic patients 
have an abnormal record, even when not 
having any sort of seizure. Therefore, this 
technique is of the greatest importance in 
the diagnosis of inherent pathological am- 
nesia. Of 95 patients who had a history of 
having had attacks of psychomotor epilepsy 
alone, 85 per cent had abnormal brain waves 
of some kind and 42 per cent had bursts of 
high voltage slow waves, the type which is 
continuously present during an actual seizure. 
Nine different types and degrees of abnor- 
mality of the electroencephalogram have been 
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described. “Seizure discharges” are much 
more significant for epilepsy than a pre- 
dominant rhythm which is merely somewhat 
slow or fast(14). 

Psychomotor epilepsy is relatively infre- 
quent. In a group of 1260 non-institutional 
patients, psychomotor seizures alone occurred 
in 9.5 per cent and with some other form 
in 21 per cent(14). These percentages were 
one and eight per cent respectively in a group 
of 1800 patients studied without benefit of 
the electroencephalograph by neurologists 
throughout the country(6). Psychomotor 
seizures are more common in adults than 
in children and in men than in women. This 
last fact perhaps explains the observation 
of Baker(15) that among epileptic criminals 
men are more numerous than would be ex- 
pected from the proportion of men among 
non-epileptic criminals. Persons with psycho- 
motor epilepsy tend to deteriorate mentally 
more rapidly than those with petit mal or 
grand mal, and until the discovery of 
phenytoin sodium, their seizures were little 
influenced by drug therapy. 

Thus far we have been discussing cases 
of amnesia with or without other symptoms 
as they appear in the physician’s office. 
Probably only a fraction of 1 per cent of 
these will ever need to consult a lawyer. In 
the very rare patient, however, a psycho- 
motor seizure may be characterized by a 
violence which merits the designation of 
“paroxysmal mania” or “epileptic insanity.” 

The earliest example was Hercules, who in sud- 
den fits of rage killed his best friends and his chil- 
dren. “The Disease of Hercules” is one of the 
early names for epilepsy. Rarely the patient is 
himself the victim. The Flemish painter, Van Gogh, 
was subject to periods of irrational conduct for 
which he seemed to have no memory afterwards. 
On one occasion, he cut off one of his ears, wrapped 


it in a sack and presented it to a woman friend. 
In his final attack, he shot himself in the abdomen. 


When periods of unprovoked rage at- 
tended by amnesia occur in a person who is 
known to have had convulsive seizures, doc- 
tors and courts have quickly acknowledged 
the fact of epilepsy and the irresponsibility 
of the accused. If there is no family or past 
history of “ordinary” fits they have been 
puzzled. Maudsley(16) was one of the first 
to point out that an attack of fury may be 
the sole expression of an epilepsy. His book 
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“Responsibility in Mental Disease” contains paroxysm of convulsions, it fixes upon the 
instances in which periods of fury which he mind centers and issues in a paroxysm of 
calls “mania transitoria” might be considered mania which is so-to-speak an epilepsy of 


PSYCHOMOTOR ATTACK 


| 50 
L. FRONTAL 


L. OCCIPITAL 50mv 


j 
SECOND 


2.MIN. INTERVAL STARING 


L.F. 1 MIN. INTERVAL CLUMSY ATTEMPT TO LIGHT PIPE 


L.F. 2MIN. INTERVAL QUIET BUT DAZED 


Fic. 1.—Sections from the electroencephalogram of patient P. H. before, during and after a psy- 
chomotor seizure. The curves represent two simultaneous tracings of activity, one from the left front 
and the other from the left back (occiput) of the skull. The topmost pair of curves represents the patient’s 
“normal” record, made a number of minutes before the seizure began. The second pair of tracings, 
made several minutes later, has square-topped waves, which appear occasionally in the frontal lead 
and almost continuously in the occipital. At this time the patient was sitting quietly with the eyes 
closed, apparently conscious. The third pair of records, made two minutes later, shows more and 
deeper downward spikes in the occipital lead. The patient had opened his eyes and made no response 
to the request that he close them. One minute later (fourth pair of curves) he made clumsy efforts to 
light his pipe, spoke incoherently, tried to leave his chair and finally pulled the electrodes from his scalp. 
During this period the waves were of higher voltage and faster rhythm. In the lowest pair of records 
the patient obeyed commands and was quiet but was still dazed. A few minutes later he was again in 
his usual state, but had no recollection of his seizure and did not know that he had had one. (From 
an article by Gibbs, F. A., Gibbs, E. L., and Lennox, W. G., Arch. Neurol. & Psychiat., 39: 298-314, 
Feb., 1938.) 


a substitution phenomenon for convulsive the mind.’ Again, “medical experience 
seizures. “Instead of the morbid action teaches us that whenever a murder has been 
affecting the motor centers and issuing in a committed suddenly without premeditation, 
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malice or motive, openly, and in a way quite 
different from the way in which murders 
are commonly done, we ought to search 
carefully for evidence of previous epilepsy 
and other symptoms allied to epilepsy.” 

Perhaps the most complete discussion of 
the subject of amnesia in epilepsy is the 
monograph by Maxwell(17) published as a 
thesis in 1903. This comprises 255 pages, 
contains a chapter dealing with the law and 
references to the articles of some 1200 
authors. Among 25 patients who exhibited 
fugue states, studied by Stengel(18), 10 had 
a history of seizures, five others had a family 
history of epilepsy, four were alcoholic, 
suicide had been attempted in 12. The fugue 
state of those who were epileptic did not 
differ from those who were non-epileptic. 
Davidoff(1g) encountered a man who after 
a head injury developed paroxysms of ideas 
which came without cause or warning and 
could not be controlled. His brain waves 
were abnormal. 

Perhaps the most frequent serious crime 
committed by epileptics is suicide. Prud- 
homme(20) estimates the rate as several 
times that for the general population, but 
presumably few occur during a psychomotor 
seizure, though the patient’s true condition, 
as in the following case, may be debatable. 


A state official, educated to be a minister, kindly 
and devoted to his wife, had been subject to fre- 
quent short psychomotor attacks for a dozen years. 
In these he would be in a confused condition for 
a fraction of a minute, but on several occasions he 
had treated his wife roughly and once was violent, 
requiring commitment to an institution. Except for 
an abnormal electroencephalogram, his examina- 
tions were normal. After a series of minor seizures 
he talked incessantly of boyhood sins, and dispirited, 
shut himself in his room. Finally, he came out in 
response to his wife’s appeals, said he was going 
for a walk, placed his watch on a table (something 
he would not normally do) and left the house. 
Later his body was found in a nearby lake. He 
was an excellent swimmer. Judging from other epi- 
sodes, if he had survived he could not have given 
a clear account of his actions. 


Articles bearing directly on the subject of 
the forensic aspects of epilepsy are few. 
Goodhart(21) believes that the patient may 
show a motive and deliberate scheme in the 
commission of an act and may try to conceal 
it after regaining consciousness. The am- 
nesia may not be complete. 


He mentions an epileptic who, after some words 
with his wife, killed her with an axe. Immediately 
after the crime, he said his wife was dead but de- 
nied killing her. After several days of mental con- 
fusion he wrote to his wife to send him some clothes, 
apparently having no recollection of her death. 


Detailed case histories of crimes committed 
in periods of amnesia have been given by 
Spratling(22), Walker(23), East(1), and 
Smith(24). 

Smith tells of an insurance agent aged 50, living 
happily with his wife and eight children. He had 
a history of “fits” 25 years before and of frequent 
bouts of fever and delirium while in the army. One 
night while suffering from facial neuralgia he went 
to bed and to‘sleep, but in the night secured a 
hammer from the cellar and a knife from the 
kitchen and murdered his wife and a child. The 
next day he was found covered with blood sitting 
in the bedroom in a dazed condition. He emerged 
from this state several hours later and denied all 
knowledge of the events of the night and was ap- 
parently deeply grieved over the loss of his wife 
and child. He was judged guilty but insane. 


The most substantial contributions to the 
subjects of crime, epilepsy and amnesia have 
come from Broadmoor Criminal Lunatic 
Asylum in England. Two articles have ap- 
peared, 32 years apart. Baker(15) writing 
in Ig01 stated that of 2435 prisoners ad- 
mitted in the past 27 years, 165 or 6.8 per 
cent were epileptic. Sixty-seven per cent of 
the crimes were for homicide, actual or 
attempted, 4 per cent for rape or attempted 
suicide, and 29 per cent for offenses against 
property. Fourteen case histories are given; 
in about half of these the crime was com- 
mitted in a fit of anger when the person was 
apparently aware of his actions, or else as 
the result of delusions or hallucinations. 
Rape was the offense in only two of the 165 
cases. 

The more recent of these articles is perti- 
nent to the question under discussion. Hop- 
wood and Snell(25) collected 100 cases at 
Broadmoor in which the prisoners’ defense 
had been amnesia. The majority were in 
the fourth decade of life. The family history 
indicated insanity in 32, chronic alcoholism 
in 28, epilepsy, suicide or crime in seven 
each. The past histories indicated chronic 
alcoholism in 38, mental stress in 30, head 
injury in 20, previous insanity in 14, previous 
periods of amnesia in 12, and epilepsy in 
only nine. Ninety of the 100 had been con- 
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victed of murder or its attempt, six of in- 
decency, two of arson and two of theft. Of 
the go cases of assault or murder, a relative 
or sweetheart was a victim in 61 per cent. 
In 27 instances the person attempted suicide 
after the crime, apparently because of horror 
or despair, for in all but one of these cases 
a relative or sweetheart had been the victim. 
The courts had decided that the amnesia was 
genuine in 78 cases. Of these, 30 recovered 
memory for the events of the crime. In 14 
cases the amnesia was believed to be assumed 
and in eight this point was not decided. The 
authors state that in genuine cases the onset 
and the termination of amnesia are somewhat 
blurred. If the amnesia is only partial, those 
events which involve emotions are better 
remembered. An impulsive crime which is 
followed by amnesia is frequent in the de- 
pressed phase of manic-depressive psychosis, 
is rare in the manic phase and in schizo- 
phrenia and paranoia. Amnesia in a known 
epileptic is illustrated by the following’ case 
in the author’s series: 

A man felt ill and went into his back yard, ac- 
companied by a neighbor. He remembers turning 
to reénter the house and saw his neighbor lying on 


the ground, his head wounded and himself with a 
chopper, which he used to cut wood, in his hand. 


An important question concerns the fre- 
quency with which acts of violence are 
committed by epileptics. The examples of 
crime given by the authors mentioned, as 
well as popular stories, suggest that assault 
and murder by epileptics is a common-place 
performance. The incidence of epilepsy in 
this English prison for the criminal insane, 
6.8 per cent(15), is ten times the incidence 
of epilepsy among U. S. drafted and enlisted 
men in the first world war. On the other 
hand, Thom(26) found only 30 epileptics, 
1.5 per cent, among the 1932 inmates of the 
3ridgewater Hospital for the Criminal In- 
sane in Massachusetts. Of these 30, only 
two had done bodily harm. East(1) states 
that in England 0.4 per cent of 8738 male 
prisoners and 0.6 per cent of 760 female 
prisoners were epileptic. 

It makes a great deal of difference whether 
the material at the top or the bottom of a 
centrifuged tube is examined. We have so 
far been looking at the sediment deposited 
in prisons. In medical practice, instances in 
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which an epileptic has committed a crime 
during a seizure are exceedingly rare. 
Hughlings Jackson(12), who made the study 
of epileptics his life work, could name 
psychomotor seizures which were only poten- 
tially serious; a man who in a seizure un- 
buttoned his trousers; a boy who opened a 
pocket knife, holding it by the blade, a 
woman who started to cut bread but instead 
slashed her arm, after which she was psy- 
chotic for days. Gowers(27) who analyzed 
the histories of 3,000 cases mentions nothing 
more man who undressed, 
another who struck a bystander, another who 
put articles in his pockets, and a woman 
who threw her child downstairs. Muskens 
(28) mentioned no instance of a crime 
committed by any of his 2,000 patients. 


serious than a 


A person who cannot be cared for at home 
is usually sent to a state colony for epileptics, 
hence these institutions are more likely to 
provide instances of violence than a clinic 
or private practice. The book by Spratling 

22), the head for many years of Craig 
Colony in New York, contains a chapter 
on the legal aspects of epilepsy but narrates 
only one or two cases from his own experi- 
Letters to the present heads of the 
colonies of Massachusetts, New York and 
New Jersey asking for instances of assault 
by patients in states of amnesia brought 
statements that serious injury from such 
cases had not been encountered. One New 
Jersey patient had committed suicide because 
of a fear that he might harm someone in 
an attack. 


My colleagues and I have reviewed the 
histories of perhaps 5,000 clinic and private 
patients. Actual legal entanglements grow- 
ing out of a period of unconsciousness of 
amnesia have been rare, though situations 
potentially dangerous are common. Follow- 
ing are examples: Injury sustained during 
a seizure, usually a grand or petit mal; 
robbery or rape committed on the patient 
while unconscious; injury to the property 
or persons of others, as a result of auto- 
mobile or other accident. I can recall no 
instance in which a patient of ours was 
convicted, or even accused of rape. After a 
grand mal or during a psychomotor seizure 
several patients out of each thousand have 
acted belligerently or caused minor injury 
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to bystanders. I have never had personal 
knowledge of a homicide. The following 
case illustrates one of the few in which actual 
arrest occurred. 


A quiet-mannered young lawyer had had six con- 
vulsions in as many years in addition to frequent 
transient lapses of consciousness. The only abnor- 
mality discovered by examinations was a disturb- 
ance of brain waves. A young woman had broken 
their engagement. Although advised not to operate 
an automobile, he drove two hundred miles at high 
speed and called the girl from her home to con- 
verse with him on the street and to give her a 
target pistol. He next found himself in jail. The 
young woman said he threatened her. Police were 
called and although the patient was of slight build, 
three were required to hold him. His lawyer brother 
secured his release. On a later occasion the patient 
had a convulsion while at home, following which 
his mother tried to restrain him from getting up. 
He snarled at her, rushed down the stairs into the 
basement and when a neighbor followed, the patient 
threw a stick of wood at him. He has no memory 
for any of this period. In the year which has 
elapsed, he has had no attack and is married to 
another girl. 


The prisoner’s report of the events of a 
crime is often untrustworthy as emphasized 
by Baker(15). For the false report to be 
self-accusatory points to the reality of the 
illusion. 


A college student had attempted suicide by cut- 
ting his wrists but could give no reason. Some 
weeks later he reported to the police that in an 
altercation he had killed a man, dragged his body 
to a vacant lot and then in a panic had tried to 
huy a steamship ticket for Europe but did not have 
the needed money. The police accompanied him to 
the scene of the crime but no evidence could be 
found to substantiate the student’s story. He seemed 
as mystified as anyone. His electroencephalogram 
shown in a previous publication(29) was abnormal. 
in the five years which have elapsed there has 
been no recurrence of trouble. 


The question arises why certain epileptics, 
when having a seizure, will commit criminal 
acts and others not, and why a given epileptic 
will have many innocuous seizures and then 
one of great destructiveness. The following 
reasons may be advanced: 

1. Different types of seizures arise from 
different portions of the brain. In the cat, 
electrical stimulation of a certain area of 
the brain produces an outburst of apparent 
rage. Possibly in an attack of epileptic 
mania, the seizure discharge originates in 
this area. 


2. Actions during a psychomotor seizure 
may be conditioned by what the person was 
thinking or doing immediately before. 


3aker(15) tells of a woman who was cutting a 
slice of bread while caring for her infant child. 
She had a slight seizure, during which she cut off 
her child’s hand and was fondling it when neighbors 
arrived, 


A man patient returned home from getting in- 
structions about slaughtering a hog. He took his 
little girl on his lap and cut her throat, afterwards 
professing ignorance of the act. 


Seizures of violence are more common in 
epileptic patients whose natural attitude is 
one of surliness and suspicion. 

3. Psychosis and epilepsy may coexist and 
a criminal act may be the expression of the 
first, more than of the second. The person 
may believe he is being persecuted or his life 
endangered by. an apparent friend who is 
really an enemy, or voices may tell him to 
kill. Whether these delusions and hallucina- 
tions represent a psychosis which exists side 
by side with the epilepsy, or results from 
the epilepsy, need not be argued here. De- 
lusions when present may precipitate or ac- 
centuate the irrational or violent conduct of 
the epileptic. This violence may be a psycho- 
motor seizure, the person being mentally 
confused and later amnesic. In other cases 
there may be no suspicion of a seizure, full 
memory is retained and the act is simply 
an exaggeration of the person’s customary 
irritability, or of his uncontrolled suspicion 
or anger. 

4. Violence may be the result of attempts 
forcibly to restrain a person who is in a 
state of automatism. The same statement 
may be made for a restraint imposed by a 
sedative drug, a fact too little recognized by 
physicians. 

A jolly, intelligent, and very cooperative young 
woman who had experienced a legion of petit mal 
but never a psychomotor seizure, was given a 
large dose, 15 grains (1.0 gm.) of soluble luminal 
intravenously. After recovering from the sleep 
which ensued, she became irrational, walked onto 
the street in winter time in her night clothes, carry- 
ing a box of candy for her doctor. When found and 
brought into her room, she fought with and injured 
her sister and for several days was surly, negativis- 
tic and belligerent towards doctors and friends. 
Later she had only a confused memory of the 


events, “like a bad dream.” No attack of the sort 
has recurred. 
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5. Finally, for many persons, alcohol is a 
potent precipitator of seizures. A person 
who will go berserk when drunk may be 
doubly dangerous if he is an epileptic with 
an ugly personality or with a history of 
psychomotor seizures. 


II. PsycHoLoGcicaAL CAUSES 


The amnesia of this group of persons is 
due to a disturbance of normal psychological 
processes or reactions. In contrast with the 
previous group, the structure, chemistry and 
physiology of the brain cells are not affected. 
The brain and the mentality are normal but 
the emotions and the mental reactions are 
not. Persons with psychological amnesia are 
usually classed as having psychoneurosis or 
hysteria. Though without demonstrable 
physical basis, psychological amnesia should 
not be called imaginary. It is as real as 
amnesia from a brain concussion and, in the 
opinion of neuropsychiatrists, is as deserv- 
ing of unprejudiced treatment. 

Psychological amnesia most often arises 
out of some emotional blockage. The person 
faces a dilemma which he cannot resolve or 
has had experiences which he wishes to 
forget. His escape from this situation is by 
way of forgetfulness. This type of amnesia 
differs from pathological amnesia in certain 
important respects. 

In the first place, not being based on 
structural or chemical abnormalities, the am- 
nesia is readily reversible. When the dilemma 
which necessitated the flight from reality is 
resolved and the subconscious mind releases 
the memory, the past events are gradually 
recalled. Ordinarily they do not come back 
all at once but little by little over a period 
lasting from hours to months. 

Again, however, the subconscious mind 
does not blot out just the events of the crime 
but blankets a wide space about them. Un- 
like the epileptic amnesia, this hysterical am- 
nesia may, and usually does, cover the whole 
past life of the individual. The person is 
found wandering the streets unable to give 
his name or to recognize his wife or children 
when they are brought to him. However, 
he can read and write and perform skillful 
acts previously learned. But it may happen 
that only amnestic islands are present in a 
sea of remembrance. 
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The psychological act of forgetting occu- 
pies only a moment of time, hence during 
the period which is now a blank to the 
person, his actions and his memory: were 
normal, Except in very rare instances, such 
as the physician mentioned by Hughlings 
Jackson, the actions of an epileptic person 
during a period which later he does not re- 
member are obviously not normal. 

Unlike the epileptic who expresses con- 
cern, chagrin and bewilderment over a past 
period of amnesia, the psychoneurotic seems 
little perturbed by the fact that all memory 
is gone. 

Of the 78 cases of genuine amnesia re- 
ported by Hopwood and Snell(25), 30 
eventually recovered their lost memory. The 
authors state that affairs which involve emo- 
tions are more likely to be recollected but 
in the process of regaining the memory, the 
Im- 
pulsive crimes which are followed by amnesia 


crime itself may be remembered last. 


are frequent in states of depression and rare 
in manic states and in schizophrenia. They 
divide amnesia psychologically into three 
first, those with a failure of asso- 
ciation, as in imbeciles; second, those with 
permanent disassociation; and third, those 
with a repression of memory as in hysteria. 
They state that recovery can be aided by 
the use of association tests, by skillful 
questioning, by analysis of the person’s 
dreams or it may come spontaneously as the 
need for repression becomes less urgent. 


classes: 


As in the case of an epileptic amnesia, 
certain presumptive evidence can be gained 
through a study of the person’s family and 
past history. A family history of neurosis 
or a past history of psychic trauma, frustra- 
tion, unhappiness or gruelling experiences, 
symptoms of hysteria, psychoneurosis or epi- 
sodes of reversible amnesia, and a normal 
electroencephalogram support a diagnosis of 
psychological amnesia. Even when crime 
is not a complicating factor, the exact diag- 
nosis may, however, be difficult. 

A middle-aged divorced woman found uncon- 
scious on the sidewalk -had been brought to the 
hospital. Her past memory of events and persons 
stopped abruptly at the point of her entrance to 
the hospital. She was cooperative, made a good 
appearance and impression and was apparently well 
educated. Later it was learned that her sex rela- 
tions had been irregular, her secret consumption of 
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alcohol was large, and she was strangely aloof and 
selfish with her family. She had entered the hospi- 
tal a year previously in a like condition after a 
“falling out” with her family. The present period 
of amnesia had been preceded by a mild depression. 
Her electroencephalogram was definitely abnormal 
at the time of the first entrance and equivocal at 
the second. Psychopathic personality, hysteria or 
malingering were suggested diagnoses. 


III. AMNESIA 


Occasionally amnesia is simulated in an 
effort to escape some unpleasant duty. Usu- 
ally, however, the more dramatic convulsive 
features are added; for example, by the 
soldier who seeks the honorable discharge of 
an epileptic or by Kipling’s private who 
wanted to avoid having to marry the 
Colonel’s daughter. When the accused wishes 
to prove irresponsibility, the unmixed am- 
nesia being subjective is more easily simu- 
lated than a convulsive fit. 

“T don’t remember” spoken in the witness 
box causes little more than a lifting of eye- 
brows in a civil suit, but in a criminal case 
the words, the circumstances, the actions of 
the accused, and his past family and personal 
history must be carefully weighed. Cross 
questioning may catch the unwary. 

In the case mentioned by Baker(15), the man 
had a grudge against his neighbor, he selected a 
weapon, went to the neighbor’s house, asked for 
him and on his appearance, struck him a fatal blow. 
He said he recollected nothing from the day before 
the crime until several days afterwards and the 
defense of post-epileptic automatism was made. 
However, in an unguarded moment he revealeé 
the identity of the policeman who arrested him and 
his occupation at the time of the arrest which he 
stated took place two hours afterwards. “Aftes 
what?” asked the examiner. The prisoner looked 


chagrined, would answer no further questions, ande 
was convicted. 


The identifying features which have been 
named for pathological and psychological 
amnesia should be absent in feigned amnesia. 
A normal electroencephalogram is presump- 
tive evidence against a plea of epileptic am- 
nesia. The use of laboratory methods for 
the detection of lying need not be discussed 
here. 


IV. Mixep Types 


The three causes or types of amnesia 
which have been named may overlap or be 
combined. An epileptic, who also has hysteria 


and is a malingerer, may have periods of 
amnesia which exhibit features of all three 
types. 

Johann Weyer was both lawyer and phy- 
sician and the father of psychiatry. In 1563 
he wrote(3), “This man (an executioner 
from Antwerp) committed a thousand re- 
markable misdeeds known to everyone, yet 
it was impossible to force him to confess 
despite even the most cruel torture. For no 
sooner would they start torturing him than 
he would fall into a state of alienation and 
lose all his senses.” 

Was this loss of consciousness, which so 
persistently defeated the ends of justice, due 
to malingering, to sensory stimuli, to emo- 
tional reactions, or, as Weyer later implies, 
to the use of sedative drugs? 


ELECTROEN CEPHALOGRAPHIC EVIDENCE 


Two discoveries which have been made 
in recent years promise to aid the cause of 
justice. First, the electroencephalogram may 
assist in the separation of pathological am- 
nesias from the other two groups. Second, 
the use of phenytoin sodium may provide a 
therapeutic diagnostic agent. This drug is 
of proven value in the control of psycho- 
motor seizures and if unexplained acts of 
violence with amnesia are in the nature of 
epileptic seizures, then the successful use 
of this drug would tend to establish the 
cause of the behavior, and, what is of much 
greater importance, might change a prospec- 
tive long term prisoner into a productive 
member of society. 

Certain limitations of electroencephalo- 
graphic evidence should be stated. In the 
amnesia of syncope, delirium, hypoglycemia 
and drug action, abnormal brain waves 
would be found only during the period of 
amnesia. They persist for days, months or 
years after brain injury. In cases of inherent 
amnesia, abnormal waves were probably al- 
ways present, but are worse during an actual 
seizure or period of amnesia. This last state- 
ment may not be true for the epileptic who 
though amnesic is conscious. 

Like many other types of evidence, the 
electrical evidence may not be conclusive. 
About 15 per cent of epileptics have a normal 
brain wave record, and about 15 per cent 


7 


742 


of normal persons have an abnormal record. 
Certain members of this latter group are 
relatives of epileptics. Also the significance 
of certain types of abnormal records is 
greater than others. Some degree of abnor- 
mality is found six times more frequently 
in epileptic than in normal persons. This 
multiple is 34 in the case of records showing 
seizure discharges, 20 in the case of records 
with very fast or slow waves, and two in 
the case of waves which are only moderately 
slow or fast(14). 

Another important consideration is the 
existence of abnormal brain waves in per- 
sons who break the laws and yet are not 
subject to epileptic seizures. A number of 
authors have reported that an unusual pro- 
portion, about 30 to 4o per cent of “behavior 
problem” children have abnormal records. 
In a group of 275 candidates for military 
service, Harty, Gibbs and Gibbs(30) ascer- 
tained that the epileptoid type of electro- 
encephalograph occurred five times more 
frequently in candidates with some neuro- 
psychiatric history than in those with no 
such history. In a miscellaneous prison 
population, Gibbs, Bloomberg and Bogchi 
(31) encountered only about 30 per cent 
abnormal records, against 15 per cent in a 
normal population. The proportion of ab- 
normal records was no greater in murderers 
than in thieves. In England, Hill and 
Watterson(32) examined 151 adults with 
psychopathic personality. Among the aggres- 
sive psychopaths with histories of uncon- 
trollable outbursts of temper, impulsive acts, 
violence to others regardless of the conse- 
quences, or determined suicidal attempts, 
abnormal brain waves were present in 65 
per cent which was twice the frequency 
found in the inadequate psychopathic group 
and four times that in a normal group. If 
brain wave tests were made of prisoners 
who had committed a crime without motive, 
premeditation, preparation, memory of the 
events and attempt to avoid arrest (criteria 
proposed by East(1) as indicative of genuine 
amnesia), it seems probable that the great 
majority would have abnormalities similar 
to those observed in epileptic patients. Such 
a finding should make them the object of 
intensified medical research and therapy in 
order to determine if drugs, effective for 


AMNESIA, REAL AND FEIGNED 
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the control of psychomotor epilepsy, might 
save society the burden of their prison 
support. 

If criminals, without suggestive evidence 
of having had amnesia or a seizure at the 
time of the crime, have grossly abnormal 
brain waves, it seems fair to assume that 
the abnormal brain physiology plays some 
part in the abnormal social behavior. The 
technique as yet has been little used in the 
courts, and should not be unless the records 
are made by dependable instruments and 
are interpreted by experienced persons. A 
case, in which a murderer who pleaded post- 
epileptic confusion escaped capital punish- 
ment by having an abnormal electrical record, 
has been reported from England(33). 

Especially important would be any contri- 
bution toward the prevention of crime by 
the detection and detention or treatment of 
incipient criminals. 

An illustration is the atrociously sadistic murder 
of a girl by a 15-year-old boy who had had a series 
of convulsions as a child and was a constitutional 
psychopath. Thom’s recent report of this case(34) 
does not include the fact that the boy’s electro- 
encephalogram was grossly abnormal. 


CONCLUSIONS 


Three main groups of causes or types of 
amnesia are: First, pathological, which may 
follow certain induced such as 
head injury, fever, hypoglycemia, drugs and 
alcohol or may be inherent such as the am- 


conditions 


nesia associated with various types of epi- 
leptic seizurés. Second, are psychological 
Amnesias, usually diagnosed as _psycho- 
peurosis or hysterias. Third, is feigned 
amnesia. 

The features and the legal 
complications of these various types of am- 
The electroencephalo- 
gram seems to provide evidence which in 
many cases may distinguishing 
pathological amnesia from the other forms. 
In those cases in which an illegal act is the 
result of a period of amnesia which in turn 
is accompanied by a disorder of the electrical 
waves of the brain, treatment by means of 
medicine instead of by incarceration seems 
reasonable. Intensive research on this point 
is urgently needed. 


distinctive 


nesia are discussed. 


assist in 


I. 
192 
2. 
Me 
3 
to 
Co 
4 
elec 
| 
and 
702 
6 
and 
7 
and 
Sp 
8 
Me 
9 
Net 
I 
Bul 
| Au 
I 
I 
Hu 
lept 
Lo 
I 
29 
I 
W. 
I 
I 
eas 


| Mar. 
vy, might 
r prison 


evidence 
re at the 
abnormal 
ime that 
some 
ior. The 
ad in the 
> records 
ents and 
‘sons. A 
Jed post- 
punish- 
il record, 
3). 
contri- 
crime by 
tment of 


‘ic murder 
id a series 
stitutional 
; case (34) 
's electro- 


types of 
hich may 
such as 
rugs and 
the am- 
; of epi- 
hological 
psycho- 
feigned 


he legal 
s of am- 
icephalo- 
which in 
iwuishing 
‘r forms. 
ict is the 
h in turn 
electrical 
neans of 
on seems 
his point 


1943 | 


WILLIAM G. LENNOX 


743 


BIBLIOGRAPHY 


1. East, W. N. J. Ment. Sci., 72: 533-541, Oct. 
1926. 

2. Romano, J., and Coan, G. P. Psychosomatic 
Med., 4: 283-300, July 1942. 

3. Zilboorg, Gregory, and Henry, G. W. A his- 
tory of medical psychology. W. W. Norton and 
Company, New York, 1941. 

4. Gibbs, F. A., and Gibbs, E. L. An atlas of 
electroencephalography. Lew Cummings Company, 
Cambridge, Massachusetts, 1941. 

5. Lennox, W. G., Gibbs, E. L., and Gibbs, F. A. 
J. A. M. A., 113: 1002, Sept. 9, 1939. Arch. Neurol. 
and Psychiat., 44: 1155-1183, Dec. 1940, and 47: 
702, April 1942. 

6. Lennox, W. G. Science and seizures. Harper 
and Brothers, New York, 1941. 

7. Penfield, W., and Erickson, T. C. Epilepsy 
and cerebral localization. Charles C. Thomas, 
Springfield, Illinois, 1941. 

8. Lennox, W. G., and Cobb, S. Jour. Indus. 
Med., Dec. 1942. 

9. Putnam, T. J., and Merritt, H. H. Arch. 
Neurol. & Psychiat., 45: 797-813, May 1941. 

10. Carter, W. E., and Harvey, R. W. Weekly 
Bulletin, Calif. State Board of Health, 18: 1009, 
Aug. 5, 1939. 

11. J. A. M. A., 113: 1971, Nov. 25, 1939. 

12. Jackson, J. H. Selected writings of John 
Hughlings Jackson, Vol. I. On epilepsy and epi- 
leptiform convulsions. Hodder and Stoughton, 
London, 1931. . 

13. Spratling, W. P. J. Nerv. and Ment. Dis., 
29 : 481-496, 1902. 

14. Gibbs, E. L., Gibbs, F. A., and Lennox, 
W.G. Arch. Neurol. and Psychiat. (In press.) 

15. Baker, J. J. Ment. Sci., 47: 260-277, 1901. 

16. Maudsley, H. Responsibility in mental dis- 
ease. D. Appleton and Company, New York, 1874. 


17. Maxwell, J. L’Amnésie et les troubles de 
la conscience dans l’epilepsie. G. Gounouilhou, Bor- 
deaux, 1903. 

18. Stengel, E. J. Ment. Sci., 87: 572-599, Oct. 
1941. 

19. Davidoff, L. M. Yale J. Bioi. and Med., 11: 
557-559, May 1939. 

20. Prudhomme, C. J. Nerv. and Ment. Dis., 
94: 722-731, Dec. 1941. 

21. Goodhart, S. P. Trans. Natl. Assn. for Study 
of Epilepsy and Care and Treatment of Epileptics, 
4: 114-119, 1906. 

22. Spratling, W. P. Epilepsy and its treatment. 
W. B. Saunders and Company, New York, 1904. 

23. Walker, W. K. J. Nerv. and Ment. Dis., 29: 
23-33, 1902. 

24. Smith, R. P. J. Ment. Sci., 47: 528-540, 1901. 

25. Hopwood, J. S., and Snell, H. K. J. Ment. 
Sci., 79: 27-41, Jan. 1933. 

26. Thom, D. Am. J. Psychiat. 10: 623-635, 
1930-31. 

27. Gowers, W. R. Epilepsy and other chronic 
convulsive disorders. J. & A. Churchill, London, 
1901. 

28. Muskens, L. J. J. Epilepsy, comparative, 
pathogenesis, symptoms, treatment. William Wood 
and Company, New York, 1928. 

29. Gibbs, F. A., Gibbs, E. L., and Lennox, 
W. G. Am. J. Psychiat., 95: 255-260, Sept. 1938. 

30. Harty, J. E., Gibbs, E. L., and Gibbs, F. A. 
War medicine, 2: 923-930, Nov. 1942. 

31. Gibbs, F. A., Bloomberg, W., and Bogchi, 
B. K. Trans. Am. Neurol. Assn., pp. 87-88, 1942. 

32. Hill, D., and Watterson, D. J. Neurol. and 
Psychiat., 5: 47-65, Jan. and April 1942. 

33. London Letter; J. A. M. A., 121: 64, Jan. 2, 
1943. 

34. Thom, D. Am. J. Psychiat., 99: 330-337, 
Nov. 1942. 


THE PAIN THRESHOLD IN MAN’ 
JAMES D. HARDY, Pu. D., HAROLD G. WOLFF, M.D., ano HELEN GOODELL, B.S. 
New York, N. Y. 


Pain is a definite esthetic experience which 
appears to be limited to animal life. It is 
probably one of the earliest of our developed 
senses, and is important as a warning of 
danger to the organism. The management of 
pain constitutes a serious clinical problem not 
only because of itself, as a distressing ex- 
perience, but also because continued pain 
has been demonstrated to have deleterious 
action upon such vital organs as the heart 
and kidneys(1, 2). 

Broadly phrased, two varieties of pain are 
recognized: superficial pain has a pricking, 
bright, burning, itching quality, and is highly 
localizable. It commonly incites action, such 
as fight or flight. The other variety is a 
deep, diffuse pain which has an aching 
quality, often induces nausea and usually 
causes the animal to stop and seek protection 
in withdrawal, inactivity and rest. There are, 
to be sure, varieties of deep pain such as that 
arising from muscle, web, artery, and the 
stomach. In the stomach, probably because 
of temperature sensitivity, there may be a 
burning as well as an aching sensation. In 
no instance is localization of deep pain as 
exquisite as is that of pain from the skin. 

In man, pain is not absolutely essential 
to a suitable life adjustment, because other 
sensations may be substituted to a great 
degree in providing the necessary warning 
signals for individuals whose pain sensation 
is absent(3, 4, 5, 6). From childhood we 
have learned to estimate the intensity of 
sensations so that stimuli likely to arouse 
pain can be avoided. For example, the ex- 
perience of pain from burning teaches us 
to recognize a sensation of heat as dangerous 
long before the onset of pain. Many reac- 
tions which once have been associated with 
pain will be evoked by any sensation asso- 
ciated with that experience. 


1From the Russell Sage Institute of Pathology, 
and the New York Hospital and the Departments 
of Medicine and Psychiatry, Cornell University 
Medical College, New York, N. Y. This contri- 
bution is one of a series constituting a symposium 
on the relations of law and medicine, referred to in 
editorial comment in this issue. 
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DISTINCTION BETWEEN PAIN PERCEPTION 
AND REACTION TO PAIN 


The change to pain from an associated 
sensation, whatever that sensation may be, 
is readily discernible. It is obviously neces- 
sary to differentiate between the perception 
of pain and the reactions to the experience. 
The age-old linkage between perception of 
pain and reaction to it has filled the vast 
literature on the subject, especially that based 
on animal experiments, with irrelevancies 
and contradictions. It is this natural but 
unfortunate identification that makes it 
necessary to interpret with caution the great 
body of observation available from clinical 
sources and animal experimentation. 


DEFINITION OF PAIN THRESHOLD 


In the study of pain as a sensation it is 
first necessary to define the pain threshold. 
The pain threshold may be defined as the 
amount of stimulus which will just barely 
produce a painful sensation under given 
conditions. Pain is unique in that many 
methods of stimulation may evoke it. For 
example, superficial pain can be elicited by 
heat, pinprick, chemical agents, etc., and 
deep pain can be elicited by electrical or 
mechanical means, such as faradic current, 
or stretching the gut with a balloon. It is 
only necessary to choose a stimulus, the 
strength of which can be controlled and 
measured, which will allow of a clearly de- 
finable end point and which will of itself 
not introduce variability into the observa- 
tions. For marking the threshold of pain 
the verbal report of an instructed subject 
is the most reliable evidence that the pain 
threshold has been reached. It is to be 
emphasized again that pain is a perceptual 
experience or sensation, and not a muscular 
or glandular or other reaction, although the 
two are commonly associated. A verbal re- 
port as an end point has been successfully 
used in the researches on nearly all other 
sensations, and in our own studies on pain 
has yielded reproducible data. Muscle twitch, 
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blinking, withdrawal or any automatic re- 
sponse, should be noted together with, but 
independently of, the verbal report of a 
human subject. It is only by such careful 
definition that the comparison of observa- 
tions from different laboratories can be 
made. 

In our own work we have chosen to 
measure the threshold of superficial pain, 
the pain due to heat, and for technical 
reasons we devised the following pro- 
cedure(7) : 


METHOD oF MEASURING THE PAIN 
THRESHOLD 


The apparatus for measuring the pain 
threshold is shown in Fig. 1. The light from 
a 1000 watt lamp, L, was focussed by a 


WA 


Fic. 1.—Arrangement of apparatus for measuring 
pain thresholds. 


condensing lens, C, through a fixed aperture 
onto the blackened forehead of the subject, 
H. The surface of the forehead to be tested 
was thoroughly blackened with India ink. 
This measure was taken to insure total ab- 
sorption of the radiation. The intensity of 
the radiation was controlled by means of the 
rheostat, RH. Immediately in front of the 
lamp was mounted an automatic shutter, P, 
which was arranged to allow the radiation 
to pass through to the subject for exactly 
3 seconds. This time interval was so short 
that the heating of the skin was local. It 
was necessary that the time of stimulation 
be fixed precisely as the pain threshold de- 
pended upon this factor. The shutter, S, 
was operated manually, and allowed stimu- 
lation of the subjects when desired. 


The method of making the pain threshold 
measurement was as follows: First the 
subject was assured that the procedure 
would not be harmful and that any pain 
he would feel would be minimal—just per- 
ceptible as the “edge of pain,” and not an 
heroic experience of hurt. He was instructed 
that the end point is the sensation of heat 
drawing together just at the end of the three 
second exposure, giving a quick, sharp, sting- 
ing sensation, distinct from the sensation of 
heat. 

The subject then seated himself and placed 
his forehead in position. The aperture was 
arranged so that 3.5 cm.” of blackened skin 
could be exposed. The shutter, S, was low- 
ered and the radiation allowed to fall on the 
skin for 3 seconds. The subject reported his 
sensation. If no pain was experienced, the 
intensity of the light was increased and after 
thirty to sixty seconds the test was repeated. 
The procedure was repeated until the subject 
just perceived pain at the end of the ex- 
posure. This threshold pain was easily recog- 
nizable by untrained but instructed subjects. 
The sensation was that of heat finally “swell- 
ing” to a distinct, sharp stab of pain at the 
end of the 3 second exposure. When this 
end point had been reached the radiometer, 
R, was held at the aperture in place of the 
forehead of the subject and the intensity of 
the radiation measured in gm. cal./sec./cm.? 
This value was considered to be the mini- 
mum stimulus for pain and was called the 
pain threshold. The time required to make 
a single observation was usually less than 
two minutes, and several measurements 
agreeing within +5 per cent were made to 
establish a threshold. 

Among the physical factors which influ- 
enced the threshold were those which in- 
creased the rate of heat loss from the skin. 
Sweating caused a great decrease in the 
effectiveness of this type of stimulus. Also 
strong drafts and especially cold rooms had 
to be avoided. Circumstances which affected 
the condition of the skin, such as sunburn, 
calluses or skin lesions, changed the level 
of the threshold. As the skin temperature 
had some influence on the threshold, most 
tests were made on the forehead. The fore- 
head temperature is constant (34.0°+0.5° 
C.) over a wide range of external tempera- 
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ture (20°-28° C.) barring sweating from 
any cause. 

How variable is the pain threshold mea- 
sured in this way? It was observed that suc- 
cessive observations on a single individual 
could be reproduced within +5 per cent. 
The pain thresholds in a group of 200 indi- 
viduals were measured. The data on 150 of 
these are shown in Fig. 2(8). They were 
found to require the same intensity of 
stimulus to evoke pain, that is, 0.21 gm. 
cal./sec./cm.? with a maximum variation of 
+15 per cent. The whole group of 200 in- 
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Fic. 2.—The distribution and extremes of pain 
thresholds in a group of 150 men and women from 
14 to 70 years of age. 


cluded individuals of both sexes, and from 
ten to eighty years of age. 


THE UNIFORMITY OF THE PAIN THRESHOLD 
IN Man 


Is there a dependence of the pain threshold 
upon the emotional state of the subject? 
In order to answer this question, measure- 
ments were made in three individuals over 
a period of several months. Immediately 
preceding the measurement each day the 
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subjects recorded a statement of their esti- 
mated general effectiveness and mood. AIl- 
though during this period these estimates 
showed wide variation, the pain thresholds 
measured in these subjects did not vary con- 
sistently with the time of day, general effec- 
tiveness or the emotional state(7). Also, 
throughout a twenty-four hour period of 
enforced wakefulness the pain thresholds 
were uniform and normal(8) (Fig. 3). To 
avoid confusion, attention is directed to the 
fact that if through defects in concentration 
and attention, or because of fatigue, lethargy, 
suggestibility or prejudice, the subject is 
unable to focus on the procedure, or to main- 
tain a detached, unprejudiced attitude, the 
pain threshold varies greatly and is unpre- 
dictable(g). The method of measurement 
of pain threshold, involving variable end 
point under these circumstances, differs in 
no essential from other assay methods in- 
volving the senses, such as titration or 
colorimetry. 

From these data it is inferred that the 
pain threshold in man is relatively stable and 
uniform when measured in instructed sub- 
jects in the manner described. Furthermore, 
it is independent of age, sex, various emo- 
tional states and fatigue within the limits of 
the ability of the subject to maintain an 
unprejudiced, detached attitude(8, 9). 

Although the threshold for the perception 
of pain is of the same order of uniformity 
as is the pulse rate or the number of white 
blood cells, the reactions to pain and alarm- 
ing experiences vary greatly. These reac- 
tions are the most apparent and perhaps the 
most important aspects of distressing ex- 
periences. It has been shown that when 
morphine sulphate is administered during 
pain, pain continues to be perceived but the 
characteristic fight-flight-anxiety reaction 
pattern of pain no longer obtains. In other 
words, perception has been dissociated from 
reaction. It was considered desirable, there- 
fore, to assay some aspect of this reaction 
to pain, as contrasted to pain perception. 
One of the simplest components of such an 
“alarm” reaction was used for this purpose, 
namely, the change in the electrical resistance 
of the skin resulting from increased sweat 
production occurring in moments of alarm 
or stress. 
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MEASUREMENT OF THE “ALARM” REACTION 
THRESHOLD 


The “alarm” reaction which was the 
change in skin resistance resulting from 
palmar sweating produced when the forehead 
of the subject was exposed to heat radiation, 
was studied. As is shown in the illustration, 
(Fig. 4) although the pain threshold to this 
heat stimulus was constant over a period of 


two months, the “alarm” reaction threshold 
varied widely from subject to subject and 
in the same subject from time to time(10). 
This clearly demonstrates again the necessity 
of distinguishing between perception of pain 


and a reaction often associated with a dis- 
turbing experience. 

It has been demonstrated that as the area 
exposed to radiation is increased, the strength 
of stimulus necessary to evoke the sensation 
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Fic. 3.—The pain thresholds of four subjects at two-hour intervals during 
a 24-hour period of wakefulness. 
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Fic. 4.—A comparison of the pain thresholds with 
the “alarm” reaction thresholds in three subjects, 
under control conditions. 


The ordinate = the intensity of stimulus, i.e., the 
amount of heat in gram calories per second per 
square centimeter. The abscissa = the dates of the 
observations. Note the variability of the reaction 
threshold as compared with the stability of the pain 
threshold. 
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Fic. 5.—Relationship between log intensity of 
threshold stimulus and the log area stimulated. 


Upper curve = pain. Lower curve = heat. 


of warmth is decreased (Fig. 5). The simple 
explanation of this phenomenon is that the 
sub-threshold stimuli to separate end organs 
are summated in the central nervous system 
to produce a sensation. Thus, the threshold 
for heat depends actually on two factors— 
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the strength of the stimulus and the amount 
of body area stimulated. It was also found 
that the “alarm” or reaction threshold was 
lowered as the area exposed to heat was in- 
creased (Fig. 6). However, in the case of 
pain it was found that beyond a minimal 
limit in the normally innervated skin, the 
threshold for pain was dependent alone upon 
the strength of the stimulus, and not upon 
the number of end organs stimulated. The 
importance of this finding is twofold: first, 
it distinguishes pain from temperature sense ; 
secondly, it implies that the intensity of a 
pain is dependent upon the intensity of the 
stimulus and not upon the area involved, 
although the total distress to the individual 
is dependent upon both the intensity of 
stimulus and the size of the painful area. 
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Fic. 6.—Comparison of the pain threshold and 
the reaction threshold. Relationship between log 
intensity of threshold stimulus and the log area 
stimulated. 


ABSENCE OF SPATIAL SUMMATION OF PAIN 


Moreover, associated with this lack of 
spatial summation for pain the range of 
stimuli for producing pain up to the point 
of tissue damage is small. Many experiments 
have shown that a stimulus twice the pain 
threshold value causes tissue destruction. 
Contrast with this the wide range between 
the threshold for warmth and the pain 
threshold for heat. The range of stimulus 
energy from the excitation threshold of 
temperature up to the pain threshold is 
10°:1. Here spatial summation is of the 
utmost importance for orientation, and per- 
mits a wide margin for discriminative actions 
of aggression and defense. Through pain 
mechanisms the organism is warned of the 
imminence of tissue damage. There is no 


need for a wide range of experience between 
the onset of pain and tissue damage since 
with the first pain impulses the organism 
receives warning that the limit of safety has 
already been passed. On the other hand, lack 
of spatial summation of pain provides that 
the organism will not be overpowered by 
pain impulses and so prevented from acting. 


FACTORS THAT ALTER THE PAIN 
THRESHOLD 


Having established the conditions for the 
uniformity of the pain threshold, we can 
now take up briefly the factors which alter 
it. These factors may be classified in three 
categories, namely, neurological, pharmaco- 
logical and psychological. Starting with the 
periphery, it is evident that two effects may 
be expected from the peripheral endings re- 
sponsible for pain. The threshold may be 
lowered by traumatic deformation, denude- 
ment or injury of tissues near these endings. 
There is experimental evidence that the pain 
threshold may be lowered as much as 50 
per cent by sunburn(11). Other experi- 
ments show clearly that by local anesthetiza- 
tion the threshold can be greatly raised or 
even obliterated. Also, cutting through the 
nerve fiber prevents it from carrying any 
sensation. This latter method is indeed an 
important one for managing intractable 
pain(4, 5, 6, 12). 


PERIPHERAL NERVE DISORDERS 


If a peripheral nerve trunk be slightly 
injured as by sustained pressure, pinprick 
administered with constant force may feel 
less sharp although the pain threshold in the 
area of skin supplied by that nerve may be 
normal. However, if the nerve injury be 
sufficiently great, not only do pinpricks feel 
less sharp but the pain threshold is raised. 
Thus for example, the pinprick feels less 
sharp and the pain threshold is raised on the 
margin of areas made analgesic by dorsal 
root section. In no instance of so-called 
hyperalgesia associated with dorsal ganglion, 
root or nerve disease have we observed a 
lowered pain threshold, whereas raised pain 
threshold is common. In short, in instances 
of peripheral damage, injury to the tissue 
in the region of the nerve end organ alone 
renders the area truly hyperalgesic in the 
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sense of there being a lowered pain threshold, 
whereas peripheral nerve injury never lowers 
and usually raises the pain threshold. 


CENTRAL Nervous SYSTEM DISORDERS 


Passing to the central nervous system, a 
raised pain threshold was observed in hyper- 
algesic areas of skin in patients with syringo- 
myelia. In one patient a stimulus intense 
enough to cause blistering was required to 
evoke pain. In patients with lesions in the 
region of the internal capsule elevated pain 
thresholds were also observed in the involved 
areas of skin where pinprick felt less sharp. 
Furthermore, in patients with so-called cen- 
tral pain and lesions near the thalamus, with 
burning sensation and other paresthesias 
associated with the complaint that pinprick 
felt sharper than normal, the pain threshold 
in the involved painful area was usually 
elevated and never depressed. 


REFERRED PAIN AND HyYPERALGESIA 


In patients with well-defined areas of re- 
ferred pain and so-called hyperalgesia, the 
pain threshold was found to be unaltered 
(13). Ina group of patients with diaphrag- 
matic irritation, duodenal distention, and in 
one with a tooth abscess, it was possible to 
measure the pain threshold in such circum- 
scribed areas of referred pain and “hyper- 
algesia.”” It was shown that the pain threshold 
in the areas specified as ““hyperalgesic” was 
normal and differed in no way from that of 
a corresponding and normal area similarly 
tested. It is inferred that such changes in 
sensation as occur in the “hyperalgesia” 
associated with referred pain are not the 
result of lowered threshold. They represent 
instead a change in the evaluation of intensity 
of the stimulus. Thus these areas are not 
truly hyperalgesic, as with sunburn. Our 
experience leads us to conclude therefore, 
that lowering of the pain threshold is often 
the result of tissue damage in the vicinity 
of the peripheral nerve end organ and that 
structural defects of the neural apparatus 
if they alter the pain threshold at all, always 
raise it. 


AcTION oF ANALGESIC AGENTS 


The power of analgesics to raise the pain 
threshold is well known. Figure 7 demon- 


strates the effect of various amounts of 
morphine sulphate upon the pain threshold 
of three normal subjects(14, 15). Attention 
is called to this figure to indicate how the 
effects of analgesic agents have been assayed 
in man. No chemical agent that we have 
been able to introduce into the circulation 
has lowered pain threshold. 
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Fic. 7—Time-action curves for morphine sulphate. 


Pain threshold elevation after morphine sulphate 
in quantities of 0.0001 gram to 0.030 gram. The 
ordinate = per cent elevation of pain threshold 
over the control level as zero. The abscissa = dura- 
tion of effect. The o indicates the time of injection 
of the morphine sulphate. Each point represents 
the average of the threshold levels for 3 subjects. 


EFFECT OF DISTRACTION AND SUGGESTION 
ON THE PAIN THRESHOLD 


Finally there are the psychological factors 
which alter the pain threshold. Figure 8 
shows the effect of distraction due to reading 
an adventure story aloud, clanging a loud 
bell immediately behind the subject’s head, 
or the intense concentration of the subject 
on such a task as repeating five to nine digits 
forward and backward(9g). It will be noticed 
that the effect of these influences is always 
to raise the pain threshold. Autosuggestion, 
that is, having the subject try to convince 
himself that he could not feel pain, had a 
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similar effect. By hypnotic suggestion, also, 
the subject’s pain threshold was elevated. 
Again, an intense pain experimentally pro- 
duced by a tight cuff around the arm to 
occlude the circulation, raised the pain 
threshold. This is certainly akin to the dis- 
traction produced by the clanging noise just 
described, but it is impossible to say to what 
extent the effect is due to distraction, or to 
experimentally produced pain, per se. It is 
important to emphasize that with the excep- 
tion of subjects with injured or inflamed 
skin the only instances in our experience in 
which pain thresholds well below the average 
have been observed, were in hysterical and 
anxious patients and in malingerers. 
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Fic. 8.—The pain threshold raising effect of 
distraction and suggestion. 


DeEP PAIN 


An important criticism to be leveled at all 
these inferences is that they are founded on 
the assumption that an analysis of superficial 
pain could establish principles which would 
hold for deep pain. Earlier experiments of 
the muscle ischemia and bowel distention 
type(14) made it seem probable that the 
same principles did hold for both superficial 
and deep pain, but the methods for ‘study 
of deep sensation did not allow of satisfac- 
torily accurate measurements of the pain 
threshold. Recently it has been demon- 
strated(16) by means of a modification of 
the skeletal muscle ischemia method, that a 
fairly reproducible pain threshold can be ob- 
tained for visceral pain. Using such pain 
threshold raising agents as the opiates, alcohol 
and acetylsalicylic acid, there have been ob- 
served pain threshold raising effects for 


these agents identical for superficial and deep 
pain. It is therefore extremely likely that 
inferences drawn from the studies of super- 
ficial pain are valid for deep pain. 


Mepico-LEGAL IMPLICATIONS 


What bearing do these data have upon 
the medico-legal question—‘‘Can a plaintiff’s 
threshold to pain be measured to afford 
objective evidence for more accurate ascer- 
tainment of the proper compensatory dam- 
ages to be awarded ?” 

A subject’s pain threshold can be mea- 
sured, and predictable results can be attained 
under fixed conditions. Yet the value of 
such information in the ascertainment of the 
proper compensatory damages to be awarded 
is limited. 

In the first place a normal pain threshold 
may be found in persons with serious dam- 
age to the nervous system, and as well in 
those with profound disturbance in person- 
ality function. Elevation of the pain thresh- 
old could have a number of meanings. The 
pain threshold may be raised because the 
nervous system in one part or another has 
been damaged, because of the action of an 
analgesic agent, or because the subject has 
a conviction, conscious or unconscious, that 
pain sensation has been impaired. A quanti- 
tative statement of an elevation in pain 
threshold, therefore, would be of slight value. 

Lowered pain threshold is never due to 
structural disease of the nervous system. 
The latter, if it causes any change in the pain 
threshold will always raise the threshold. 
Thus, barring skin damage, a lowered pain 
threshold in the plaintiff represents a re- 
versible condition associated with anxiety, 
apprehension or malingering. 

In short, an abnormally lowered pain 
threshold does define the general nature of 
the disability and may help shape judgment 
concerning proper compensatory award. 
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PSYCHIATRIC ASPECTS OF OBESITY IN CHILDREN? 
HILDE BRUCH, M.D., Battimore, MaryLanp 


Obesity seems to be so obviously a somatic 
condition that it may appear far-fetched to 
approach the problem from a psychiatric 
angle. If one considers psychological factors 
at all, one probably thinks first of the ad- 
justment difficulties which an obese child has 
to face because he is fat. There can be no 
doubt that obese children suffer from their 
tragicomic appearance, their conspicuous size 
and slow-moving clumsiness. Quite often 
they are the butt and laughing stock of their 
more active and slimmer peers. Many obese 
children are ashamed of their condition and 
refuse to take part in activities which might 
expose to view their shapeless figures. 

The shy, unaggressive and withdrawn be- 
havior, the oversensitivity to possible insult 
and injuries, the lack of self-reliance and 
self-confidence might be explained as the 
response to the repeated rebuffs which hit a 
fat child day by day and which isolate him 
from normal social contacts. It cannot be 
denied that these sequels of being fat play a 
detrimental role in the personality develop- 
ment of fat children. But they are sequels 
and therefore of secondary nature only. 
Close personal contact with many obese chil- 
dren and the study of their life histories and 
family background have shown that their 
difficulties of adjustment go back to a time 
long before they were conspicuous or handi- 
capped by their ungainly bulk. These obser- 
vations suggest that psychological factors 
play a determining role in the development 
of obesity in childhood. This paper will be 
focused upon these primary psychological 
factors, of which the exaggerated bodily size 
is but the somatic manifestation. 

The observations which I am going to 
report were made on more than 200 obese 


1 Read at the ninety-eighth annual meeting of 
The American Psychiatric Association, Boston, 
Massachusetts, May 18-21, 1942. 
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children, the majority of whom were ob- 
served at the pediatric department of the 
College of Physicians and Surgeons of Co- 
lumbia University in New York. A smaller 
number were patients of the children’s psy- 
chiatric service of the Johns Hopkins Hos- 
pital in Baltimore. The age range was from 
two to thirteen years. In all cases obesity 
had developed before puberty. Many chil- 
dren have been followed for several years 
and observations on the course of pubertal 
development and adjustment could be in- 
cluded. The number of boys and girls who 
came to my attention was about even, con- 
trary to the popular belief that childhood 
obesity is more common in boys. The con- 
dition seems to be more abnormal in a boy 
and therefore a fat boy is more conspicuous. 
No difference in the pathogenesis was ob- 
served between clinic patients and those seen 
in private consultations. It seems that severe 
degrees of obesity are less common among 
the well-to-do than under marginal economic 
conditions. ‘Obesity occurs with greater 
frequency in children of immigrant families 
than in those of settled American background. 
There is a certain preponderance of Jewish 
patients which is, however, not as marked as 
is commonly assumed. The most severe 
forms were found in children of Irish and 
Italian background. The heaviest child in 
this group was an Italian boy of eleven years, 
weighing 265 pounds. 

Many of the patients had been suspected 
of suffering from an endocrine disorder, such 
as hypothyroidism, hypopituitarism, sexual 
maldevelopment or so-called pluriglandular 
dysfunction. I do not mean to deny that 
endocrine influences may play a part in cer- 
tain cases, but there was no justification for 
an endocrine diagnosis in the cases which 
I studied, nor was there evidence of intra- 
cranial tumor. The: original aim of the 
study had been to recognize just such endo- 
crine, or other organic causes of obesity. 
Extensive clinical and anthropological mea- 
surements and roentgenographic, metabolic 
and biochemical examinations were carried 
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out. In the course of all these studies cer- 
tain deviations in the behavior of these chil- 
dren, and in the parent-child relationship 
forced themselves upon us as being of at least 
equal importance as possible organic causes. 
The great similarity and regular occurrence 
of these features stimulated a systematic in- 
quiry into the psychological factors in 
obesity. The direct observations in the clinic 
were supplemented by visits to the home 
and school, and by intensive studies of the 
families. 

Behavior disturbances have been reported 
by a number of observers(1). The authors 
have generally limited themselves to obser- 
vations on obese boys who were described 
as exhibiting the “Froehlich syndrome” or 
some other endocrine disorder. The pe- 
culiarities of behavior, the most conspicuous 
of which are immaturity, overdependence and 
lack of aggressiveness, were attributed to the 
“hormonal deficiency” or adjustment to the 
physiological abnormalities. The patients in- 
cluded in my study were of the same type, 
which is erroneously labelled as “Froehlich 
syndrome” (2). The diagnosis of an endo- 
crine disorder was considered incorrect for 
a number of reasons, the most important 
being that there is no demonstrable evidence 
for such an assumption. The basal metabo- 
lism was found to be normal or even higher 
than in non-obese children(3). The increase 
in basal metabolism stood in a direct relation- 
ship to the increase in weight. The level of 
blood serum cholesterol was within the normal 
range. Administration and withdrawal of 
thyroid failed to provoke the changes in 
cholesterol level which are typical of true 
hypothyroidism. The most striking evidence 
against hypothyroidism and hypopituitarism 
is the fact that the processes of growth and 
maturation are accelerated, and not retarded, 
in obese children(4). It is of particular im- 
portance to note that puberty occurs at the 
normal age, or frequently earlier than in 
non-obese children. This was observed both 
in obese girls and boys. This finding 
stands in striking contrast to the current 
concept of delayed sexual development in 
obese boys. Much misery and unhappiness, 
to say nothing of unwarranted expense for 
superfluous or even harmful treatment, is 
caused by this erroneous concept. The find- 


ings are incompatible with an endocrine in- 
terpretation of obesity and the concomitant 
behavior disturbances. 

For an understanding of the progressive 
accumulation of fat tissue one has to fall 
back upon seemingly simpler mechanisms. 
It is a fundamental physiological fact, based 
upon the law of preservation of energy, that 
an increase in body substance occurs when 
the food intake exceeds the energy expen- 
diture. There is a peculiar disinclination on 
the part of the medical profession, and even 
more so on the part of the obese patients, to 
consider that overeating and inactivity have 
much etiologic importance in obesity. Both 
factors, excessive intake of food and avoid- 
ance of muscular activity, were found with 
great regularity in our group of patients. 
This could be shown by detailed evaluation 
of the daily routine of these children. Though 
overeating was often vehemently denied by 
the fat children and their parents, the actual 
intake was always in excess of that of normal 
children(5). Sometimes it reached Gar- 
gantuan proportions. Information of the 
type “he eats very little,” or “gets fat on 
practically no food at all” reflected only the 
exaggerated expectancy of what the parents 
wanted their children to eat and cannot be 
considered an adequate description of the 
caloric intake. The degree of inactivity, gen- 
erally called “laziness,” is described with 
greater accuracy(6). It extended frequently 
to every detail of physical self-care. Depend- 
ing on the value of this symptom for the 
mother herself, whether it served her need 
of offering services to a passively accepting 
child, or had become a resented burden, the 
inactivity was either excused as due to “lazy 
glands” or was held against the child as one 
more expression of his inadequacies. 

The way in which such information was 
given suggested in itself that overeating and 
inactivity have a definite emotional meaning 
for the obese child and his parents. This 
was expressed also in the marked resistance 
against any change in the established habits. 
They are not just accidental exogenous fac- 
tors which make a child the passive victim 
of mechanically determined fat storage, but 
they are intricately interwoven with the 
family inter-relationship, the child’s person- 
ality development and life experiences. 
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I wish to illustrate this inter-relationship 
by a pertinent case history. 


The patient, George Th., of Irish American ex- 
traction, was II years and 9 months old when first 
seen. He was markedly obese, weighing 150 
pounds, that is 80 per cent overweight for height 
and age. He was greatly distressed about his ap- 
pearance, particularly about the accumulation of 
fat tissue in the mammary region. This was so 
marked that the form of a feminine breast was 
simulated. It was produced by fat accumulation 
alone, no glandular tissue was present, and these 
pseudo-breasts disappeared when his weight became 
normal later on. The boy and his parents were 
very much afraid that the breasts were an index of 
future abnormality in sexual development. George 
was so ashamed of his condition that he had ob- 
jected to going to the clinic and he was suiky and 
unresponsive. His mother reported that he always 
was stubborn, bashful, oversensitive and given to 
temper outbursts. He cried at the slightest provo- 
cation and lacked all normal interests of a boy of 
his age. He had no friends and would not join in 
any of the athletic activities. He attended school 
and was conscientious with his work. He spent his 
spare time indoors, listening to adventure stories 
on the radio or quarreling with his sister who 
wanted to listen to romantic programs, which he 
said made him feel sick. Occasionally he went 
to the movies. He constantly ate large amounts of 
bread, potatoes, sweets, cake and milk. 

George had always been a large child but was 
not fat until he gained rapidly, from 90 pounds to 
120 pounds within a few months, after an appen- 
dectomy when 9 years old. He was under medical 
care for about one year and his weight remained 
stationary until a second period of rapid increase 
in weight at 11 years. This period coincided with 
the beginning of summer vacation. He continued 
to gain throughout the winter and was brought for 
examination in March weighing 150 pounds. Dur- 
ing the first visit it became clear that George was 
not only fat, but that he was also completely under 
the influence of his overpowering and aggressive 
mother who was convinced that there was no 
hope for her “cry baby” of a son. Treatment 
seemed not feasible unless the boy could be made 
to assume responsibility for it, particularly for his 
food intake, and thus be saved the constant nagging 
of his family who blamed and ridiculed him for 
being so greedy and fat. In spite of the mother’s 
protest against being left out, she did permit George 
to come alone for his future appointments. He 
came faithfully for weekly visits and took pride 
in following the prescribed diet of 1800, and later 
1500 calories. He lost the excessive fat in a short 
time. Five months later his weight was 110 pounds, 
that is only a little above his predicted weight. 
Pubertal development began during this period and 
thus confirmed the reassurance, given at the be- 
ginning of treatment, that sexual development 
would be normal. 

The changes in behavior and activities were just 
as striking as the changes in physical appearance. 


With constant encouragement George began to take 
part in the outdoor activities of other boys and 
soon became an ardent base ball player, long before 
he had lost all the excess fat. He became quite 
popular in his group and was no longer concerned 
about his appearance. He was aware of the changes 
in his attitude and noticed in particular that he was 
less irritable and cranky. He attributed the im- 
provement to his new diet, saying: “This diet 
does more good to me than losing weight.” 

During his frequent visits George was given a 
chance to express himself freely about himself, his 
experiences and his relation to his family and the 
world at large. He gradually gave an account of 
the events which had led to his excessive eating 
and withdrawn behavior. Additional information 
was obtained from the mother and visits to the 
home and from the hospital records of other mem- 
bers of his family. 

The first period of excessive eating, which had 
followed the appendectomy, occurred in 1934 and 
had been influenced by several factors. The father 
had recently lost his job in the building trade and 
the family lived for a short period on their savings, 
until all resources were exhausted. The father 
reacted to this situation with an anxiety state and 
subsequently developed a cardiac condition which 
necessitated hospitalization at the time of George’s 
operation. The mother had tried to support the 
family by working as a janitress. She had devel- 
oped asthmatic attacks and had grown very obese. 
The only sibling, a girl three years older than 
George, was high strung and nervous and was sus- 
pected of suffering from chorea. 

George’s own reaction must be understood against 
this background of oppressive family insecurity, 
and in relation to his lack of self-esteem and inde- 
pendence. The mother reported that he had always 
shown an excessive desire for sucking and chewing, 
yet without overeating. He had had no breast 
feeding but had progressed well on bottle feeding. 
He liked the bottle so much that he was not 
“broken” from it until he was more than 3 years 
old. He then began to chew on whatever came into 
his hands. The mother used all kinds of threats to 
break the habit. She particularly disliked his chew- 
ing string and wood and often threatened that he 
would have to have it cut out of him and, maybe, 
he would die of the operation. The child was terri- 
fied when an actual operation became necessary for 
acute abdominal symptoms. During his recovery 
from an uncomplicated appendectomy, the mother 
told him that the doctors had said that he had 
nearly died of the operation, that there had been 
a terrible mess of string in his stomach and that 
it had been on the point of rupture. To the child 
these threats were very real and an index of the 
extreme danger of the chewing habit. Five years 
later, after having established good contact with 
his physician, nothing could persuade him to give 
up the belief that he had been “as good as dead” at 
that time. This fear of death made him stop his 
chewing habit. Abnormal appetite developed with 
corresponding increase in weight. 

The second period of excessive increase in weight 
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was precipitated by fear of abnormal sexual de- 
velopment. During the early days of summer vaca- 
tion some of the older boys had teased him about 
being fat and remarked that he should get a bras- 
siere. They told him that the breasts were a sign 
that he would not develop into a man but would be 
like a woman. George was terribly upset by this 
“enlightenment” and was so ashamed that he re- 
fused to play outdoors during the whole vacation. 
He later attended school and did satisfactory work, 
but he avoided all social contacts with other boys 
and sat at home, eating incessantly, and brooding 
over his terrible fate. 


In this case the two distinct periods of ab- 
normal appetite and weight increase could be 
traced to experiences which had provoked 
in the boy severe anxiety for his bodily in- 
tegrity, even fear of death. The case thus 
demonstrates that excessive eating and with- 
drawn behavior may be determined by emo- 
tional factors. Connections of this type were 
disclosed in more than 50 per cent of our 
cases. In others the developmental histories 
could not be reconstructed accurately, or the 
available figures indicated that the child had 
been excessively fat since early infancy. The 
precipitating events were seemingly of great 
variety. The common denominator was the 
meaning of threat and danger, quite often 
for the immediate physical safety, which they 
carried for the child. Some children had 
grown obese after a serious illness or acci- 
dent, in others obesity developed following 
the death of a sibling or illness or death of a 
parent. Sometimes an active and seemingly 
happy child had become obese following the 
birth of a sibling. In all cases there were 
additional factors which made the event a 
specific traumatic experience to the child. 
The events most frequently followed by 
obesity were entry into school and tonsil- 
lectomy. Since most children undergo these 
experiences without undue disturbance, par- 
ticularly without getting fat, one may as- 
sume that obese children possess a certain 
readiness to respond in this way to anxiety- 
provoking situations. If this anxiety is suffi- 
ciently severe to distort previous behavior 
and bodily appearance, it is likely that the 
inner stability and security of the child were 
precariously low before the event, and that 
his previous experiences had endowed eating 
and social activities with a special emotional 
significance. As it is, food intake had an 


alleviating effect on his anxiety, whereas ac- 
tivities increased it. 

The study of the interpersonal relation- 
ships within the family group has borne out 
the correctness of this assumption(7). The 
immediate dynamic environment offers little 
emotional security for the obese child. It 
denies him the basic right of being loved 
and accepted for his own value, and of 
growing and developing according to his 
innate potentialities. The child is appreciated 
for the role which he fulfills in the emotional 
life of his parents, most frequently the 
mother. A conflicting attitude of overstuffing 
him with concrete signs of devotion, such as 
feeding according to the child’s whims and 
rendering of personal services, and of hateful 
rejection at the same time can be demon- 
strated in the manifestations of a mother’s 
relation to her fat child. These conflicts go 
back sometimes to prenatal attitudes, and 
guilt feelings of not having wanted the child 
or even attempted abortion. One mother 
crudely stated: “I nearly killed myself try- 
ing to get rid of him,” but hastened to add: 
“Once he was there I could never deny him 
anything.” Most mothers of obese children 
deal with them as with a cherished possession 
which at the same time entails many burden- 
some and hateful obligations. Many women 
tried to create for their children a life of 
abundance and idleness of which they them- 
selves had felt deprived in childhood. Many 
mothers had suffered from severe depriva- 
tion and actual hunger in early life. The 
greater frequency of obesity in children of 
immigrants may be related to this fact. Quite 
often, it was found, a mother wanted to use 
a child for the fulfillment of her own emo- 
tional needs and intellectual ambitions. The 
marital relationship was unsatisfactory in 
many instances. Many fathers were weak 
and unaggressive and had an ineffectual place 
in their household though some were suc- 
cessful in their social contacts and occupa- 
tions. The parents had little or no common 
outside interests. Under such circumstances 
the mother would foster continued infantile 
dependence in her child thereby thwarting all 
expressions of spontaneous behavior and in- 
dependent achievement. In the case of 
George, this emotional possessiveness of the 
mother was so extreme that her husband 
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complained: “You are tying that boy to you 
with a bond that even death won’t break. 
When you are sick he is sick. Even when 
he goes to the street to play when you are 
sick, he just mopes around like an old man.”’ 
The mother was very proud of this tie and 
she openly said that she had fostered it to 
spite her husband, whom she despised. “He 
says that I give George what actually belongs 
to him.” When George showed signs of be- 
coming more independent, the number of her 
dramatic attacks of asthma greatly increased 
and she made him feel that he might be 
causing her death. There was no respect for 
his own feelings. She threw at him again 
and again that his birth had interfered with 
her career as a business woman and that 
he had ruined her health. Her method of 
discipline was threats of sickness, insanity 
or death. 

The overindulgent and possessive attitude 
of the mother creates a relationship of close 
mutual dependence which is threatened in its 
very basis by progressing growth and ma- 
turity of the child. They are dangers which 
the mother tries to. ward off by ministering 
to the child’s physical needs and making him 
helpless without her. In the same sense is 
the outside world a danger which has to be 
excluded. Many children are not permitted 
to associate with other children, and their 
mothers live in fear for their physical and 
moral safety when they are out of their 
sight. Far-reaching protective measures are 
devised to protect the mother against the 
anguish of her own fears, with complete 
disregard for the child’s wishes and personal 
development. Ordinary activities have thus 
been charged, for an obese child, with the 
meaning of threat and danger, and every-day 
events, like entrance into school, may become 
traumatic experiences. 

Environmental influences, though they tend 
to inhibit spontaneous self-expression and 
prevent the emergence of an integrated self- 
reliant personality, do not in themselves ex- 
plain why a child grows obese. However 
passive and submissive his overt behavior 
may be, he is nevertheless an active partici- 
pant in his personal development and symp- 
tom formation(8). Overeating, inactivity 
and exaggerated bodily size, the outstanding 
symptoms of obesity, have a definite func- 
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tional value for the obese child. The greedi- 
ness with which he incorporates as much as 
possible of his environment, and the selfish- 
ness with which he accepts and expects per- 
sonal services without giving anything in 
return, are but the expression of his basic 
dissatisfaction. Driven by inner tension and 
anxiety he uses excessive eating and with- 
drawal from threatening to alleviate his feel- 
ings of insecurity and insignificance. 

In his attempt to realize his inmost striv- 
ing for personal growth and independence the 
exaggerated physical size gains emotional 
significance. Bodily largeness gives the child 
a sense of power and strength, which his 
actual human relationships have denied him. 
In his rapid rate of growth, early sexual 
maturation and the expansion of his body 
size the obese child belies all attempts to 
keep him small and dependent. Though in a 
distorted form, he does give expression to his 
creative striving in this static form of bodily 
largeness. Treatment of an obese child will 
be truly etiological only insofar as it helps 
him to find a more dynamic way of self- 
expression. 

This concept of obesity which sees in the 
physical expansion the vicarious somatic ex- 
pression of a thwarted personality develop- 
ment, is not all new, though it has not been 
recorded in the medical literature. Shake- 
speare described it centuries ago in the char- 
acter of Falstaff. In spite of all his feasting 
and gormandising Falstaff knows that it 
only to cover his dissatisfaction 
over a wasted life. Call to mind the scene in 
King Henry the Fourth where he is left on 
the stage with the body of Hotspur, and 
where he pretends that it was he who slew 
him. Though only a pretense it gives him 
an inkling of what it would be like to be a 
real hero. He leaves the scene, carrying the 
body of Hotspur, with these words: 


serves 


“Tf I do grow great, I’ll grow less.” 


It seems to me this line expressed the essence 
of the obesity problem. 
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ANNUAL MEETING OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION 


The goth Annual Meeting of The American Psychiatric Association will be held on 
May 10-13, 1943 at the Hotel Statler, Detroit, Michigan. The tentative arrangement for 


the program is as follows: 


Section I 
Business Session 


Section on 
Electric Shock 


Section on 
Army Psychiatry 


Business Session 
Presidential Address 


Section 1 


Section on 


Psychiatry and the U. S. Navy 


Section on 
Traumatic Neuroses in 
Merchant Seamen 


Section on 
Psychoanalysis and Psycho- 
analytic Association 


Business Session 


Section 1 


Section on 
Child Psychiatry 
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MONDAY, MAY 10, 1943 


9: 30 o'clock 
Section II 


10: 30 o'clock 
Section on 
Forensic Psychiatry 


2:00 o'clock 
Section on 
Forensic Psychiatry 


TUESDAY, MAY 11, 1943 
9: 30 o'clock 
10: 30 oclock 


11:00 o'clock 
Section 2 


2:00 o'clock 
Section on 
Administrative Psychiatry 


WEDNESDAY, MAY 12, 1943 


9: 30 o'clock 
Section on 
Psychoanalysis and Psycho- 
analytic Association 


2:00 o'clock 
Section on 
Alcohol and Drugs 


THURSDAY, MAY 13, 1943 
9: 30 o'clock 


10: 30 o'clock 
Section on 


Child Psychiatry 


2:00 o'clock 
Section 2 


Section III 


Section on 
Convulsive Disorders 


Section on 
Convulsive Disorders and Inter. 
League Against Epilepsy 


Section 3 


Section on 
Electroencephalography 


Section 3 


Section 3 


Section 3 


Section 3 
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SYMPOSIUM ON LAW-MEDICINE PROBLEMS 


The Department of Legal Medicine of 
the Harvard Medical School announces its 
sponsorship of a symposium series on law- 
science problems with particular reference 
to law-medicine problems. 

This symposium, under the editorship of 
Hubert Winston Smith, LL. B., M.D., as- 
sociate in medico-legal research, Harvard 
Law School and in the department of legal 
medicine, Harvard Medical School, includes 
53 papers covering all aspects of the medico- 
legal relationship and by contributors from 
both fields. Each paper will be published 
simultaneously in one of the medical jour- 
nals and in one of the law journals, thus 
bringing all problems of mutual interest 
widely before both professions. The lead- 
ing publications in the various branches of 
medicine and law will be represented. A 
number of these journals in both disciplines 
will devote an entire issue to the symposium. 

Hubert Winston Smith, general editor of 
the series, contributes in Clinics (April, 
1943) some introductory remarks on the 
development of this unique and momentous 
cooperative program: 


I thought from studying and practicing law that 
barristers were very superior to their fellows. It 
seemed to me that we had the major share of the 
world’s problems to solve. I fancied that we did 
it exceptionally well. It seemed to me that we 
used language in a lively fashion and that we were 
men of mettle able to take care of ourselves in a 
brisk fight. At times it seemed to me that doctors 
were over-timid on the witness stand and often 
ill at ease. 

Later, when I became a medical student at Edin- 
burgh, I found that in science one has to dig hard 
to find truth, and this leads one to be parsimo- 
nious with facts. I found the sharpest degree 
of skepticism everywhere. I thought words had 
been rationed. That remarkable anatomist, Dr. 
E. B. Jamieson, had written a pocket manual on 
anatomy so tersely that the Scotch were wont to 
say that if one word were removed the whole 
book would collapse. 

I came to the conclusion through these years 
that the scientific and legal traditions have much 
in common. In medicine there is a constant search 
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for facts to fix the diagnosis and to orientate treat- 
ment. In law we cannot turn a wheel of the judi- 
cial process without facts for fuel. All lawyers 
who are worth their salt favor better methods for 
discovering facts before trial, and proper mech- 
anisms to protect the purity of proof. In recent 
years, a wave of enlightened reforms in legal pro- 
cedure has begun to move across the American 
continent. Physicians and other people of scien- 
tific breeding have begun to realize that the law 
is social property and partly theirs. The progres- 
sive spirits in both professions are becoming con- 
scious that law and science together may move 
some heavy cargoes. 

It was only recently that Dr. George Morris 
Piersol, Editor of Clinics, asked me to develop a 
symposium series. The season did not seem ideal 
for planting any kind of seed. We were both 
astonished at the way the garden grew. Clinics 
did not say: “Let us plough up what we cannot 
use.” Dr. Piersol thought it better that we ask 
others to help grow the crop. Neither he nor 
his staff made claims upon any of the produce. 
They left it to me to make a final and equitable 
distribution among all participants. The result has 
been that other important journals have been 
brought into the publication plan on an equal foot- 
ing. I cannot conceive of a finer spirit or a more 
generous attitude than Clinics has shown in the 
process of broadening the enterprise. 

The theme of our series is “Scientific Proof and 
Relations of Law and Medicine.” We endeavor to 
awaken interest in full-fledged cooperation of the 
legal and medical fraternities by showing the broad 
range of their joint interests. 

Our mode of demonstration is to present a num- 
ber of valuable pragmatic studies to exemplify these 
fruitful interrelationships. Some papers lay down 
criteria of proof to guide the expert witness, the 
trial lawyer and the court. We may expect these 
pronouncements to inspire confidence, by virtue 
of the fact that the medical writers are accredited 
spokesmen of the profession on the subjects of 
which they treat. Other papers open up entirely 
different vistas into the realms of medical crimi- 
nology, scientific crime detection and social policy. 
The learned law writers have contributed papers 
on a broad range of law-medicine topics. Some 
have to do with private law problems of the 
doctor, and some with public law relations of 
medicine. 

As we pass from isolation in learning and dis- 
covery to synthesis of knowledge, law and science 
cannot remain aloof. From their purposeful inter- 
actions we shall gain some great goods. 
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Alan Richards Moritz, professor of legal 
medicine in Harvard Medical School, in a 
prefatory item also appearing in the April 
Clinics, has this to say: 


As an applied science, the law is concerned with 
the preservation of the social health of mankind. 
The armamentarium of the lawyer is his ability 
to interpret and administer the rules and regula- 
tions devised by men for the regulation of their 
own affairs. Medicine, on the other hand, is con- 
cerned with the preservation of the physical and 
mental health of man as an individual. The arma- 
mentarium of the physician is his knowledge of 
natural law. 

That each profession in the fulfillment of its 
ordained task has need for the special knowledge 
and skill of the other, should be obvious. It is 
remarkable indeed, that there has been so little 
recognition of this mutual interdependence through- 
out the English speaking part of the world. This 
lack of recognition is especially suprising in view 
of the fact that on the Continent of Europe law 
and medicine have cooperated effectively for the 
solution of common problems for well over two 
centuries. 

Of the various problems that can only be solved 
through the joint efforts of both professions, none 
is in more pressing need of attention than the field 
of scientific proof. What constitutes an acceptable 
standard of scientific evidence? What kind of evi- 
dence should be used to determine the presence or 
absence of any given abnormality of mind or body? 
When can it be said that injury has contributed t 
or caused disability or death? What legal mech- 
anisms will best assure the availability of truly re- 
liable scientific evidence to Courts of Justice? 

In the planning and editing of this volume, Dr. 
Smith has made an important contribution to the 
field of scientific proof. He has secured the co- 
operation of as authoritative a group representa- 
tive of the medical and legal fields as it would be 
possible to find. It is to be hoped that this enter- 
prise marks the beginning of a broad program 
wherein medicine and law will coordinate their 
efforts not only to elevate the standards of scien- 
tific evidence, but also to improve the manner in 
which such evidence is utilized in the administra- 
tion of justice. 


And finally we have the wisdom of 
Roscoe Pound, dean emeritus of Harvard 
Law School, in a foreword to the series ap- 
pearing in the April issue of Annals of 
Internal Medicine. 


Civilization is a cumulative activity. The mastery 
over nature which has enabled man to inherit the 
earth is an accumulation of experience and dis- 
covery set in order and developed by reason. As 
the accumulation goes on, it calls for increasingly 
minute division of labor both in investigation and 
discovery, and in systematizing and developing 
what has been discovered. The result is an ex- 
treme specialization of learning. It is no longer 
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The AMERICAN JOURNAL OF PSYCHIATRY 
has great satisfaction in participating in this 
symposium. Two papers in the series are 
included in the present issue—one by Dr. 
William Lennox, “Amnesia Real and 
Feigned,” which is printed synchronously in 
the University of Chicago Law Review, and 
a second paper by Wolff, Hardy and Goodell, 
“The Pain Threshold in Man,” which will 
also be published in one of the legal journals. 

It is proposed to carry two additional sym- 
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posium contributions in our May issue: 
Harry Solomon and Hubert Smith will write 
on “Traumatic Neuroses in Court,” and 
William Edward McCurdy will discuss “In- 


PART I—SCIENTIFIC PROOF AND RE 


I. PROJECTION PAPER 


(1) Smith, Hubert Winston, Scientific Proof and Rela- 
tions of Law and Medicine, 18 Ann. Int. Med. 
(April 1943); 1 Clinic (April 1943); 23 B: U. L. 
Rev. (April 1943); 15 Rocky Mt. L. Rev. (April 


1943); 17 So. Calif. L. Rev. (April 1943); 20 
U. of Chi. L. Rev. (April 1943); 29 Va. L. Rev. 
(April 1943); 53 Yale L. J. (May 1943). 


II. CLINICAL FORENSIC MEDICIN} 


(2) Brahdy,* Dr. Leopold and Kahn,¢ Dr. Samuel, Clini- 
cal Approach to Alleged Traumatic Disease, 18 
Ann. Int. Med. (April 1943); 23 B. U. L. Rev. 
(April 1943). 

(* Physician in Charge of Occupational Diseases 
and Injuries of Municipal Employees, New 
York City.) 

(+ Medical Examiner in Division of Workmen’s 
Compensation, New York State Department 
of Labor.) 

Moritz,* Dr. Alan 
Head Injury, 117 Ann. Surg. 
B. U. L. Rev. (April 1943). 

(* Professor of Legal Medicine, Harvard Medi- 
cal School.) 

Denny-Brown,* Dr. Derek Ernest, Factors of Impor- 
tance in Head Injury—A General Survey, 1 
Clinic (April 1943); 29 Va. L. Rev. (April 1943). 

(* Professor of Neurology, Harvard Medical 
School.) 

Munro,* Dr. Donald, The Late Effects of Cranio- 
cerebral Injuries—A Consideration of the Criteria 
Necessary to Evaluate the Possible Causes, 117 
Ann. Surg. (April 1943); 23 B. U. L. Rev. (April 
1943). 

(* Asst. Prof. of Neurological Surgery, Harvard 
Med. School.) 

Solomon,* Dr. Harry C. and Smith, Dr. Hubert 
Winston, Traumatic Neuroses in Court, 99 Am. J. 
Psychiat. (May-June 1943); 29 Va. L. Rev. (April 
1943). 

(* Clinical Professor of 
Med. School.) 

Ebaugh,* Lt. Col. Franklin G. and Brosin,t Major 
Henry W., Traumatic Psychoses, 18 Ann. Int. 
Med. (April 1943). 

(* Professor of Psychiatry, Univ. of Colo. Med. 
School.) 

(+ Asst. Prof. of Psychiatry, Univ. of 
Med. School.) 

Cobb,* Dr. Stanley and Smith, Dr. Hubert Winston, 
Relation of Emotions to Injury and Disease—A 
Call for Forensic Psychosomatic Medicine, (Re- 
quested submission, 22 Medicine (May 1943); 56 
Harvard L. Rev. (Summer 1943).) 

(* Bullard Professor of Neuropathology, Harvard 
Medical School.) 

Merritt,* Dr. H. Houston and Solomon, Dr. Harry C., 
Relation of Trauma to Syphilis of the Nervous 
System, 117 Ann. Surg. (April 1943); 23 B. U. L. 
Rev. (April 1943). 

(* Associate Professor of Neurology, 
Med. School.) 

(10) Pollock,* Dr. Lewis J., Examination of Motor and 
Sensory Function as Related to Opinion Evidence, 
1 Clinic (April 1943). 

(* Professor of Nervous and Mental Diseases, 
Northwestern Univ., Chicago, III.) 

(11) Marble,* Dr. Henry C., The Physician and the 
Workmen’s Compensation Law, 1 Clinic (April 
1943). 

(* Assistant in Surgery, Harvard Med. School.) 


Richards, The Mechanisms of 


(April 1943); 23 
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Psychiatry, Harvard 
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sanity as a Ground for Annulment or Divorce 
in English and American Law.” 

A complete index of the symposium is 
subjoined. 


LATIONS OF LAW AND MEDICINE 


(12) Schwartz,* Dr. Louis, Problems of Proof in Claims 
for Recovery for Dermatitis, 18 Ann. Int. Med. 

(April 1943); 41 Mich. L. Rev. (April 1943). 
(* Chief, Dermatoses Investigations Division, 

U. S. Public Health Service.) 

(13) Homans,* Dr. John, Circulatory Deficiency in the 
Extremities in Relation to Medico-Legal Problems, 
18 Ann. Int. Med. (April 1943); 21 N. C. L. Rev. 


(April 1943). 
(* Clinical Professor of Surgery, Emeritus, 
Harvard Med. School.) 
(14) Bennett,* Dr. Granville Allison, Medical Criteria 


Which Govern Relations of Trauma to Joint Dis- 
ease, 1 Clinic (April 1943). 
(* Associate Professor of Pathology, 
Med. School.) 

Smith, Dr. Hubert Winston and Bennett, Dr. Gran- 
ville Allison, Joint Disease in the Courts: Select 
Problems of Proof. To be submitted for legal 
publication: 

Ober,* Dr. Frank Roberts, Some Practical Criteria 
for Use in Forensic Orthopedic Cases, 1 Clinic 
(April 1943); 15 Rocky Mt. L. Rev. 

(* John B. and Buckminster Brown Clinical 
Prof. of Orthopedic Surgery, Harvard Med. 
School.) 

Aldrich,* Dr. Robert Henry, Forensic Aspects of 
Burns, with Special Reference to Appraisal of Ter- 
minal Disability, 29 Va. L. Rev. (April 1943); 117 
Ann. Surg. (April 1943). 

(* Assistant in Surgery, Harvard Medical School.) 

Hertig,* Dr. Arthur Tremain and Sheldon,f Dr. 
Walter Herman, Minimum Criteria Required to 
Prove Prima Facie Case of Traumatic Abortion 
or Miscarriage, 117 Ann. Surg. (April 1943). 

(* Assistant Prof. of Pathology and Associate 
in Obstetrics, Harvard Med. School.) 
(+ Instructor in Pathology, Harvard Med. School.) 

Joslin,* Dr. Elliott P., Relation of Trauma to 
Diabetes, 117 Ann. Surg. (April 1943); 15 Rocky 
Mt. L. Rev. (April 1943). 

(* Clinical Professor of Medicine, 
Harvard Med. School.) 

(20) Warren,* Dr. Shields, Minimum Criteria Required 
to Prove Causation of Traumatic or Occupational 
Neoplasms (Cancer), 117 Ann. Surg. (April 1943); 
20 U. of Chi. L. Rev. (April 1943). 

(* Assistant Prof. of Pathology, Harvard Med. 
School; President, American Assn. for Can- 
cer Research.) 

(21) Wolff,* Dr. Harold G., Hardy,t James D., and 
Goodell, Helen, The Pain Threshold in Man, 99 
Am. J. Psychiat. (March-April 1943). 

(* Associate Prof. of Medicine, Cornell Medical 
School.) 

(+ Research Associates of Dr. Wolff in experi- 
mental studies on the pain threshold in 
man.) 


Harvard 


(16) 


(17) 


(19) 


Emeritus, 


III. FORENSIC PATHOLOGY 


(22) Leary,* Dr. Timothy, How a Modern Medical Ex- 
aminer’s Office Functions in a Typical Investiga- 
tion of “Sudden Death”; Points of Superiority 
over Coroner’s Office, 18 Ann. Int. Med. (July 
1943). 

(* Lecturer in Legal 
School.) 

(23) Jetter,* Dr. Walter W., When Can It Be Said That 
Death May Be Caused or Contributed to by Acute 
Alcoholism, 1 Clinic (April 1943). 

(* Instructor in Legal Medicine and Assistant in 
Neuropathology, Harvard Med. School.) 


Medicine, Harvard Med. 


— 
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IV. SCIENTIFIC CRIME DETECTION VI 


(24) Hoover,* J. Edgar, The Scientific Crime Detection 
Laboratory, 1 Clinic (April 1943); 20 U. of Chi. 
L. Rev. (April 1943). 
(* Director, Federal Bureau of Investigation, 
U. S. Dept. of Justice.) 
(25) Wigmore,* Prof. John H., Circumstantial Evidence 
in Poison Cases, 1 Clinic (April 1943); 23 B. U. L 
Rev. (April 1943). 
(* Professor of Law and Dean Emeritus, North- 
western Univ. Law School, Chicago, III.) 
(26) Walker,* Dr. Joseph, Scientific Evidence in Poison- 
ing Cases, 1 Clinic (April 1943); 23 B. U. I 
Rev. (April 1943). 
(* Instructor in Legal Medicine, Harvard Med. 
School.) 


V. MODES AND MECHANISMS OF SCIENTIFIC 
PROOF 


(27) Donaldson,* Dr. Samuel W., Medical Facts that Can 
or Cannot be Proved by X-Ray; Historical Review 
and Present Possibilities, 18 Ann. Int. Med. (April 
1943); 41 Mich. L. Rev. (April 1943). 

(* Chairman, Medico-Legal Committee, Radio 
logical Society of North America.) 

(28) Riseman,* Dr. Joseph E. F., Principles of Electr 
cardiography, 15 Rocky Mt. L. Rev. (April 1943); 
to be submitted for medical publication. 

(* Instructor in Medicine, Harvard Med. School 
and Tufts College Medical School.) 

(29) Smith, Dr. Hubert Winston and Riseman, Dr. Joseph 
E. F., Applied Use of the Electrocardiogram in 
Legal Proceedings, 15 Rocky Mt. L. Rev. (April 
1943); 18 Ann. Int. Med. (July 1943). 

(30) Snyder,* Dr. Lemoyne M., Criminal Interrogation 
with the Lie Detector, 15 Rocky Mt. L. Rev 
(April 1943); 18 Ann. Int. Med. (April 1943). 

(* Medico-Legal Director of the Michigan Staté 
Police.) 

(31) Boyd,* Dr. William, Protecting the Evidentiary Value 
of Blood Group Determinations, 1 Clinic (April 
1943); 17 So. Calif. L. Rev. (March 1943). 

(*Associate Prof. of Biochemistry, Boston Univ 
School of Medicine.) 

(32) Maguire,* Prof. John M., A Survey of Blood Group 
Decisions and Legislation in the American Law 
of Evidence, 1 Clinic (April 1943); 17 So. Calif 
L. Rev. (March 1943). 

(* Professor of Law, Harvard Law School.) 

(33) Schoch,* Dr. Magdalena, Determination of Paternity 
by Blood Grouping Tests: The European Experi 
ence, 1 Clinic (April 1943); 17 So. Calif. L. Rev 
(March 1943). 

(* Research Assistant in Comparative Law, 
Harvard Law School.) 

(34) Ladd,* Major Mason and Gibson,t Dr. Robert B 
Legal-Medical Aspects of Blood Tests to Determin« 
Intoxication, 18 Ann. Int. Med. (April 1943) 
zg Va. L. Rev. (April 1943). 

(* Prof. and Dean, Univ. of Iowa College of 
Law.) 

(7 Associate Professor of Biochemistry, State 
Univ. of Iowa.) 


PART II—LAW-MEDICINE PROBL! 


I. EXPERT TESTIMONY AND JURIDICAL 
MECHANISMS 


(43) Morgan,* Prof. Edmund M., Suggested Remedy for 
Obstructions to Expert Testimony by Rules of 
Evidence, 1 Clinic (April 1943); 20 U. of Chi 
L. Rev. (April 1943). 

(* Royall Professor of Law, Harvard Law School.) 

(44) Pound,* Prof. Roscoe, A. Ministry of Justice as a 
Means of Making Progress in Medicine Available 


SCIENTIFIC PROOF AS A MEANS OF TESTING 
PREMISES UNDERLYING LEGISLATION 
OR LEGAL DOCTRINE 


Rock,* Dr. John, Medical and Biologic Aspects of 
Contraception: Scientific Contraindications to 
Legal Restriction of Contraceptive Advice, 1 Clinic 
(April 1943); to be submitted for legal publication, 

(* Instructor in Gynecology, Harvard Med. 
School.) 

Myerson,* Dr. Abraham, Certain Medical and Legal 
Phases of Eugenic Sterilization, 18 Ann. Int. Med. 
(April 1943); 53 Yale I Tl. (May 1943). 

(* Clinical Professor of Psychiatry, Harvard 
Med. Schools.) 


VII. MEDICAL CRIMINOLOGY 
Lennox,* Dr. William Gordon, Amnesia Real and 
Feigned, 99 Am. J. Psychiat. (March-April 1943); 

zo U. of Chi. L. Rev. (April 1943). 
(* Assistant Prof f Neurology, Harvard Med 


School.) 


VIII. SOCIO-MEDICO-LEGAL PROBLEMS 


Stearns.* Commander A. Warren, Medical and Social 
Factors in Crime, 18 Ann. Int. Med. (April 1943); 
18 Ind. L. J. (July 1943) 

(* Professor of Psychiatry and Dean, Tufts 


College Medical School.) 


SCIENTIFIC-LEGAL-MEDICAL CORRELATIONS 


Hooten,* Dr. Earnest Albert, Medico-Legal Aspects 
of Anthropology, 1 Clinic (April 1943); 15 Rocky 
Mt. L. Rev. (April 1943) 

(* Chairman, Dept. of Anthropology of Harvard 
University.) 


HISTORICAL NOTES ON LAW-SCIENCE 
RELATIONS 


Thayer,* Prof. James, B., Note on Poison in Roman 
Private Law, 1 Clinic (April 1943); 23 B. U. L. 
Rev. (April 1943) 

(* Professor of Law, Harvard Law School.) 

Polsky,* Samuel and Beresford,t Ensign Spencer, 
Some Probative Aspects of the Early Germanic 
Codes, Carolina and Bambergensis, 18 Ann. Int. 
Med April or May 1943); 23 B. U. L. Rev. 
(April 1943) 

(* Student research assistant, Harvard Law 
Sc] 1.) 
Formerly student research assistant, Harvard 
Scl 


Simboli.* David, Medico-Legal Vignettes, 1 Clinic 


(* Instructor in Public School System, New 


MS AND LEGAL DOCTRINE 


Courts and Legislatures, 1 Clinic (April 1943); 
l of Chi. I Rev. (April 1943). 
* Dean Emeritus, Harvard Law School.) 

( fee,* Prof. Zechariah, Jr., Privileged Communi 


cations: Is Justice Served or Obstructed by Clos- 
ing the Doctor’s Mouth on the Witness Stand? 
8 Ann. Int. Med. (April 1943); 53 Yale L. J. 
May 1943) 

(* Langdell Professor of Law, Harvard Law 
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Il. PRIVATE LAW PROBLEMS OF INTEREST 
TO MEDICAL MEN 


(46) Dodd,* Prof. Edwin Merrick, Jr., 
to Practice Medicine, 18 Ann. Int. Med (April 
1943); 23 B. U. L. Rev. (April 1943). 

(* Professor of Law, Harvard Law School.) 


Contracts Not 


(47) Scott,* Prof. Austin Wakeman, Tort Liability of 
Hospitals, 18 Ann. Int. Med. (April 1943); 17 
Tenn. L. Rev. (April 1943). 


(* Dane Professor of Law, Harvard Law School.) 
(48) Ludlam,* Warren, Plaintiff's Duty to Minimize 
Defendant’s Liability by Surgery, 17 Tenn. L. 


Rev. (April 1943); to be submitted for medical 
publication. 
(* LL. B. Harvard Law School, January 1943.) 


(49) Smith, Hubert Winston, Legal Responsibility for 
Non-Therapeutic Surgery: to be submitted for medi- 
cal publication. 

(so) McCurdy,* Prof. William Edward, Insanity as a 
Ground for Annulment or Divorce in English and 


American Law, 99 Am. J. Psychiat. 
1943); 29 Va. L. Rev. (April 1943). 
(* Professor of Law, Harvard Law School.) 
(51) Arthur,* Prof. William R., Some Legal Aspects of 
the Use of Drugs, (Tentative title), 15 Rocky 
Mt. L. Rev. (April 1943); to be submitted for 
medical publication. 
(* Professor of Law, University of Colorado.) 


(May-June 


Ill. PUBLIC LAW PROBLEMS OF THE 
MEDICAL PROFESSION 


(52) Powell,* Prof. Thomas Reed, Compulsory Vaccina- 
tion and Sterilization: Constitutional Aspects, 18 
Ann. Int. Med. (April 1943); 21 N. C. L. Rev. 
(April 1943). 
(* Story Professor of Law, Harvard Law School.) 
(53) Griswold,* Prof. Erwin N., The Doctor’s Federal 
Taxes, 18 Ann. Int. Med. (April 1943); 32 Calif. 
L. Rev. (June 1943). 
(* Professor of Law, Harvard Law School.) 


TEACHING CENTER FOR MILITARY NEUROPSYCHIATRY 


Upon request, Colonel William C. Porter, 
who is in charge and heads the faculty of the 
School of Military Neuropsychiatry at the 
Lawson General Hospital in Atlanta, has 
kindly issued the following statement con- 
cerning this highly important development 
in the field of American military medicine. 


THE ScHooL or MILITARY NEURO- 
PSYCHIATRY 


The authorization by the War Depart- 
ment of a School of Military Neuro- 
psychiatry, located at the Lawson General 
Hospital, Atlanta, Georgia, marks a signifi- 
cant milestone in the history of American 
psychiatry. 

It fulfills a need which has been recognized 
by both civilian and military authorities for 
a concentrated basic revaluation of neuro- 
psychiatry in its utilization within the mili- 
tary setting. 

The officers designated to attend the 
courses, “will be carefully selected indi- 
viduals who have had a minimum of twelve 
months’ full time training or practical ex- 
perience in neurology or psychiatry or a 
combination of the two.” 

The Lawson General Hospital, under the 
command of Brig. General W. L. Sheep, 
is a 2000 bed general military hospital, with 
a large neuropsychiatric service, provides the 
type of clinical material and administrative 
problems peculiar to the military service, 
which are essential to the fulfillment of the 
mission of the school. Although the funda- 
mental principles of civilian and military 


neuropsychiatry rest on the same broad basis, 
nevertheless, the actual problems faced by 
the medical officer are essentially different. 
To provide adequate indoctrination it is 
essential that such a course be given in the 
setting of a military installation. The ap- 
proach to the teaching problem is a flexible 
one, based on the practical clinical and ad- 
ministrative situations peculiar to the mili- 
tary neuropsychiatrist. 

The previous neuropsychiatric training 
and interests and the amount and type of 
military experience of the student officers 
vary greatly. This requires a curriculum in 
which this variability is given consideration. 

An additional advantage of the school, 
which has been demonstrated by the experi- 
ence of the first two classes, is the oppor- 
tunity for a large number of neuropsychia- 
trists of diverse backgrounds and interests, 
to live and work together for a month and 
to discuss their common problems among 
themselves. The contributions of the student 
officers to the school, and thus to the service, 
have not been insignificant. 

The faculty consists of Colonel William C. 
Porter, Lt. Colonel M. R. Kaufman, Major 
Joseph Fetterman, and Major William H. 
Everts. It works in close cooperation with 
the Neuropsychiatric Branch of the Division 
of Professional Services, in the office of The 
Surgeon General, of which Colonel Roy D. 
Halioran is chief. 

C. PorTEr, 
Colonel, Medical Corps 
Assistant Commandant 
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REHABILITATION OF 


‘or two decades the United States Govern 
ment has accepted a responsibility for the 
vocational rehabilitation of handicapped per- 
and has done 
respect. 


effective work in this 
Its early steps in this work were 
experimental, inefficient and groping, but that 
was a necessary phase of progress. However, 
in all this the rehabilitation of the mentally 
handicapped has been ignored, nor has pro- 
vision been made for dealing with the emo 
tional factors in physical rehabilitation in 
spite of the general recognition that to a large 
degree the failures and disappointments have 
arisen from these factors. Many psychia- 
trists and social workers have done excellent 
work along this line, but it has been scattered 
and never organized into a body of knowl- 
The report of Governor Lehman’s 
Commission in New York included a recom 
mendation for assistance in securing jobs 
for discharged or paroled patients. General 
lewis B. Hershey, Director of the Selective 
Service System, also gave recognition to this 
point in a letter dated June 10, 1942 to 
Reemployment Committeemen as follows: 
“Many men will be returning from time to 
time during the course of the war, with wat 
neuroses, and with inaptitude discharges. 
These will be continuing problems, requiring 
sympathetic and understanding handling, and 
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NTALLY HANDICAPPED 
1 4 1 
\ coopt on ps rt or tne agencies 
concerned an effective result can be accom- 


worth-while job is 


best cure in the world.” 


\ large percentage of persons discharged 
our mental hospitals achieve a satis- 
tory level of productive employment. 


How much more extensive and effective this 


would be if they had assistance in finding 
their niches. As a whole they contrast favor- 
her classes of handicapped per- 
ll sensory and motor 
‘hiefly in need of placement 
appropriate positions and when so placed 


teé nd to be quite 


Bills are now before igress to authorize 
new rehabilitation prograi These bills 
epeated errors of the past in limiting the 
services to the physically handicapped, but 


committee 
This is a 


Al 


Senate Bill S180 has come out of 


this 


restriction removed. 


matter of interest to all psychiatrists and is 
worthy of special effort to help those who 
is a large 
the fullest use 


) 
re directing national policies. It 
element in the need to make 
of our manpower. 
GEORGE S. STEVENSON, M. D.., 
Medical Director, 
The National Committee 


for Mental Hygiene. 
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NEWS AND NOTES 


CRIME STUDIES BY SHELDON AND ELEA- 
nok GLuEecCK.—Information has been re- 
ceived that Professor Sheldon and Eleanor 
Glueck are in the midst of a study of the 
etiology of crime by the method of com- 
paring 500 delinquents with 500 non-delin- 
quents, matched by age, nationality, socio- 
economic status and intelligence. As part 
of this research, they are also making a 
contemporaneous study of the responses of 
the delinquents to the various forms of peno- 
correctional treatment to which they are 
being subjected. The study has been under 
way since 1939 and is being financed by two 
of the major Foundations. Already psychi- 
atric, medical, psychological, anthropometric 
and social studies have been entirely or par- 
tially completed on some 300 delinquents 
and 300 non-delinquents; and preliminary 
analysis has already revealed some sugges- 
tive syndromes of causation. 

The close-up study of responses of delin- 
quents to specific forms of peno-correctional 
treatment makes possible a check-up on the 
prediction tables developed in ‘Juvenile 
Delinquents Grown Up” (Commonwealth 
Fund, 1940). The Gluecks anticipate the 
emergence of a finer predictive instrumen- 
tality than has been possible in their previous 
studies because a far wider range of bio- 
logical, social and personality factors is in- 
cluded in this research than in their previous 
works. 

The foundation of this new study differs 
from their other work in that they are now, 
for the first time, gathering all the data on 
their cases at first hand with their own staff 
rather than relying on materials already 
gathered by others and which they then 
had to amplify and verify. 

Among the questions which they hope 
their research will answer is: Why is it 
that such a large portion of young persons 
reared in so-called delinquency areas do not 
become delinquent? What are the major 
areas of difference between delinquents and 
non-delinquents? To what extent is early 
recognition possible of trends likely to lead 
to delinquency so that effective preventive 


work may be accomplished? To what extent 
is it possible successfully to predict the 
course of a criminal career and the specific 
technique of treatment to which particular 
offenders are likely to respond? 


PSYCHIATRIC TRAINING FOR NURSES IN 
Maine.—The Bangor State Hospital has 
established a new project of nurse training 
for the far Northeast in a three-month 
course for affiliate students. Dr. Carl J. 
Hedin, superintendent of the Bangor State 
Hospital, undertook this activity in Septem- 
ber 1942, in spite of current personnel diff- 
culties occasioned by the competition of 
wartime wages in industry. This service has 
already been enjoyed by the nursing schools 
of the Eastern Maine General Hospital at 
Bangor, the Madigan Memorial Hospital of 
Houlton, the Maine Eye and Ear Infirmary 
and the Queens Hospital of Portland, and 
the Augusta General Hospital. At least 
one more hospital school will probably be 
included. 

This undertaking is a valuable contribu- 
tion to nursing education in New England. 


EXPONENTS OF THE KENNY METHOD TO 
Visit ARGENTINA.—The National Founda- 
tion for Infantile Paralysis announces that 
for the first time in its history, the Founda- 
tion will send personnel outside North 
America to aid during an epidemic of infan- 
tile paralysis. A physician and two tech- 
nicians trained by Miss Kenny and personally 
selected by her are proceeding to Buenos 
Aires where some 500 cases of infantile 
paralysis have been reported during the past 
autumn and winter. The physician will be 
the official representative of the National 
Foundation and it is expected that the two 
technicians will give instruction in the Kenny 
method to doctors, nurses and _ physical 
therapists in the Argentine. 


Civit ServicE ASKS FOR OCCUPATIONAL 
THERAPISTS.—With the shortage of occu- 


765 


766 NEWS 


AND 


NOTES 


pational therapists becoming acute due to 
enlistments in the Army and Navy, Civil 
Service Commissions are urging therapists 
to apply for positions now open in Federal, 
State and Municipal institutions. 

The following are the requirements for 
Federal Civil Service: 

MINIMUM QUALIFICATIONS: Occupa- 
tional Therapy Aide.—Either (a), (b), (c), 
or (d). (a) Graduation in occupational 
therapy from an approved school. (b) Com- 
pletion of a full 4-year course leading to a 
bachelor’s degree in a college or university 
of recognized standing with at least 18 
semester hours in trades and industries or 
arts and crafts. In addition, persons must 
show that they have had at least I year of 
experience in administering occupational 
therapy under medical supervision. (c) At 
least 18 months of experience as a classified 
pupil or junior aide in occupational therapy 
in a Veterans’ Administration Facility. (d) 
Any time equivalent of (a), (b), and (c). 

Junior Occupational Therapy Aide.— 
Either (a), (b), (c), (d), or (e). (a) Com- 
pletion of 30 hours of study in an approved 
occupational therapy. In addition, persons 
must show that they have had at least 6 
months of experience in administering occu- 
pational therapy under medical supervision. 
(b) Successful completion of at least 2 years 
of study in a college or university of recog- 
nized standing, in a normal school, or a 
school of industrial arts above secondary 
grade, in a course which included at least 
g semester hours of credit in theoretical 
and technical instruction in either trade and 
industry or arts and crafts, and, in addition, 
at least 1 year of experience in administering 
occupational therapy under medical super- 
vision. (c) At least 3 years experience in 
administering occupational therapy under 
medical supervision. (d) Any time-equiva- 
lent combination of (a), (b), (c). (e) Suc- 
cessful completion of the occupational 
therapy course offered to hospital attendants 
in a neuropsychiatric hospital of the Veter- 
ans’ Administration, and, in addition, at least 
2 years of experience in administering or 
assisting in administering occupational ther- 
apy in a neuropsychiatric hospital or similar 
institution. Maximum age limit removed. 

No written test is required. Applicants’ 


| Mar. 


qualifications will be judged from a review 
of sworn statements as to their experience, 
education and training, and on corroborative 


evidence secured by the Commission. 


For more information apply to Civil 
Service Commission, Federal Building, 


Christopher Street, New York, N. Y. 


COURSE IN THE RorscHACH TeEst.—Mi- 


chael Reese Hospital announces that Doctor 


S. J. Beck (Ph. D.) will offer his usual 
course this year in the Rorschach test. Ac- 
cent will be on those less serious mental 


disturbances in which success in treatment 
appears possible. 


The differentiating pat- 
terns of the 


in these patients, will be 
studied from full response records, and con- 
trasted with those found in 
conditions. 


tect 


more serious 

The course will be in session two two-hour 
periods daily for five days, June 7-11, 1943, 
inclusive. Interested persons are invited to 
communicate with the Department of Neuro- 
psychiatry, Michael Reese Hospital, Chicago. 


New York STATE DEPARTMENT OF MEN- 
rAL HyGiene.—The incidence trend in men- 
tal disability as reflected in admissions to 
state institutions is shown in the recently 
issued report of the N. Y. State Depart- 
ment of Mental Hygiene for the year ending 
June 30, 1942. Of 15,850 new admissions, 
slightly more than 21% were diagnosed de- 
mentia precox and approximately 20% were 
diagnosed arteriosclerosis, these two groups 
showing a marked upward trend in recent 
years. 

The Department operates 26 hospitals, in- 
cluding those for the mentally ill, mentally 
defective and epileptic. On the books at 
year-end were 103,750 patients. Of these, 
[1115 were shown as on parole and 1854 
(1.8%) were in family care. Grouping to- 
gether the parole and boarding-out cases 
would show that 12.4% of the total number 
on the hospital books were out-patients. It 
is not quite fair to compare these figures 
with California’s 21% in family care, be- 
cause of the vast congregation of patients 
in hospitals serving dense urban centers in 
New York State where family placement 
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conditions are less favorable. However, the 
increasing demand for hospital admissions 
and the consequent need for new construc- 
tion throughout the country suggest the de- 
sirability of greater attention everywhere 
to the possibilities of extramural care. 

Like other states, New York has its over- 
crowding problem (state hospitals, 15.6% ; 
state schools, 17.4% ; Craig Colony, 16.2%). 
This becomes a particularly serious matter 
in view of the steadily increasing depletion 
of institution staffs by the entrance of off- 
cers and employees into the armed forces 
and war industries. 

Overcrowding is a painful handicap all 
hospitals experience and argues strongly for 
more extensive family placement wherever 
such facilities can be made available. 

Despite the great difficulties under which 
it is operating, the Department has actively 
continued its preventive program, has con- 
tributed to public education in mental health 
and morale, has organized emergency medi- 
cal services, and many institutions have been 
designated as casualty stations or base hos- 
pitals to serve their districts. Several hos- 
pitals also operate aircraft observation posts 
on their grounds. 


CLoves 1n Mepicat History.—Dr. Eu- 
gene J. Molnar, research associate, North- 
western University Dental School (Toledo, 
Ohio), has made a survey of the use from 
ancient times of cloves in the practice of 
medicine and dentistry. This well docu- 
mented study (148 bibliographic references), 
reported in Dental Items of Interest, June- 
Oct. 1942, reveals also points of psychiatric 
interest. Alexander of Tralles used cloves 
not only as a tonic but also for the treat- 
ment of gout and melancholia. Massawaih, 
a gth century professor of medicine in Bag- 
dad, recommended cloves for stomach and 
liver diseases and to improve the memory. 
Conrad von Megenburg (14th century), des- 
cribing the medicinal use of this agent, says, 
“It enlivens the spirits. . . . . If you would 
sharpen your wit hold cloves under the nose.” 

Many other curious uses at various times 
and places are also recorded, as in love 
philtres, as an aphrodisiac, to increase physi- 
cal strength, in treating weak eyes and for 
the treatment of open wounds. The most 
ancient use of cloves appears to have been 
to sweeten the breath, and it was possibly 
thus by accident discovered that the spice 
was of value for the relief of tooth-ache. 


BOOK REVIEWS 


Our AcE or Unreason. A Study of the Irrational 
Forces in Social Life. By Franz Alexander. 
(Philadelphia: J. B. Lippincott Co., 1942; 
Toronto: Longmans, Green & Co., 1942.) 


This book is divided into three parts: (1) 
“From Reason to Unreason,” (2) “The Funda- 
mentals of Human Behavior,” and (3) “From Un- 
reason to Reason.” 

The first part deals with the efforts of man to 
inject reason and utopianism into the social struc- 
ture, as well as a searching analysis of the growth 
and“development of the philosophy of violence as 
eXemplified by German and Japanese ideology. An 
excellent historical review is given, and this section 
of the book can be highly recommended for its 
accuracy, comprehensiveness, pungency of com- 
ment and fine style. From Plato on, a long line of 
reformers who have sought to cure the drastic and 
serious ills of homo gregariens is critically studied, 
the most important phases of Dr. Alexander's 
criticism being that these approaches through reason 
and by appeal to reason cannot work with the 
unreasonable creature called man; and that whether 
one approaches the problem from an aristocratic 
philosophic point of view or from a democratic 
economic standpoint, the approach is futile since 
it leaves out the unreasonable phases of man’s 
character and conduct. 

Perhaps the most important point developed in 
this section concerns the formulation by Ogburn 
who first brought out the theory of “cultural lag.” 
Briefly stated, this observation records the dire 
fact that man’s instruments of power have developed 
at a far greater pace than his ethics, so that a 
creature still rather primitive in emotional responses 
is asked to administer tools which only an angel 
or a saint could use ethically and wisely. 

In his discussion of the historical and dynamic 
evolution of Japanese personality, Dr. Alexander 
uses the sleight of hand technique characteristic 
of orthodox Freudianism, which I here label the 
“tamar verkehrt method.” In Talmudic dialectics 
it was a common practice to turn a proposition 
upside down to see how it would work, and “‘tamar 
verkehrt,” which means let’s turn it upside down, 
was a favorite device of the disputing scholars. 
So in the discussion of Japanese suicide Dr. 
Alexander says, “When suffering becomes an aim 
in itself, it is a sign of deep-seated guilt and the 
occasions under which the extremely cruel form of 
suicide, hara-kiri, is committed, give a clear indi- 
cation of the source of this guilt. Suicide in most 
cases is an abortive introverted murder, which 
diverts to the subject his murderous wishes against 
his superior. These wishes create an intolerable 
amount of guilt which can only be expiated by 
suicide” (p. 87). This technique solves nothing, 
since it merely leaves a new and contrary proposi- 
tion to be puzzled about. 
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rhe second section deals with the psychodynamics 
of the individual, especially psychopathology, writ- 
ten from a psychoanalytic point of view. It is 
an interesting comment on the candidness of this 
section that sex receives two scanty pages of the 
341 pages of text. It is also pertinent to note that 
practically psychoanalytic book, which is 
written for the lay public, soft-pedals sex in an 
amusing manner. One nothing at all of 
I penis envy, castration com- 
plex, castration fear, the anal erotic genesis of 
constipation and hoarding, and the pungent every- 
day themes of psychoanalysis. If one contrasts the 
two pages in this book proportionate 
emphasis on sex in any of Dr. Alexander’s scientific 
and more truly psychoanalytical writings, one 
would not know that one was dealing with the 
same writer. 
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One great trouble with man appears to be re- 
zression, which means that he constantly tends to 
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slip back to an infantile stage and, as a result, 
never grows to adult stature; consequently, the 
social reactions are decidedly underdeveloped and 


concept of 
typical and extra- 
partial and misleading. Thus, sleep is 
one of the prime examples of regression, and we 
familiar cliche of this function as a slip- 
back to infantile life, symbolically represented by 
the curled-up position, the covering and _ the 
shutting-out of stimuli, etc. Whether Dr. Alex- 
ander proposes to do away with sleep as in- 
fantile, I do not know, but presumably since this 
example of regression, the insomniac is a 
adult member of society than the person 

sleeps well. My objection to this kind of 
thinking and writing is simply this—nothing at all 
is said of sleep as the biologic basis of recuperation; 
that during sleep the organism readjusts itself for 
the next day’s activities; that the position taken 
and the retreat from stimulation is a necessary 
concomitant of a device by which the organism 
the next day’s activities and, 
on a higher level, by which the perils and the pain 
of experience, emotion and thinking are shunted 
into oblivion, so that the individual may gather 
new experiences, manifest other emotions and ex- 
tend the domain of his thinking on the morrow. 
Then, the physiologic nature of sleep is entirely 
ieglected, and the obvious fundamental is over- 
ooked in favor of an exercise in symbolic ingenuity, 
which even if it uncovered some truth would be 
relatively insignificant in respect to the real mean- 
ing and purpose of sleep. 


immature. A few examples of this 
regression 


ordinarily 


may be given as 


get the 


is an 
more 
who 


prepares itself for 


I 
] 


In similar vein Dr. Alexander discusses play. 
Apparently when adults take sticks and knock 
balls around, whether in the national pastime of 
baseball or in the more aristocratic development of 
golf, this is regression. If a few men gather around 
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a table with colored pasteboards in their hands and 
play cards, this too is regression. Dr. Alexander 
must indeed be a very serious person, for he appar- 
ently takes no heed of the fact that play is a 
biologic instinct manifested from one end of life 
to the other, and that the adult, although he does 
not play as much or in the same way, has the 
same biological right and impulse to play as does 
the infant. In other words, play is no regression 
to infancy. It is a recuperative response, hugely 
modified by culture and the mores, manifesting 
itself from one end of life to the other, and legiti- 
mately. Play becomes shot through with rules, 
becomes highly artificial, and finally develops in 
each of its specialties professionals, codes, rules, 
regulations and ethics which govern those who 
partake of the partieular form of play. It is salu- 
tary, healthful and necessary for the full adult 
life, and while it may not have in the adult scheme 
of things the importance of work, it is an antidotal, 
as well as a complementary, activity. Incidentally, 
I have never seen an infant play golf or cards, 
so that the adult who plays these games can only 
by a very symbolic stretch of the imagination be 
said to be regressing. 

Thus, Dr. Alexander states, “The concept of 
regression has been found from the study of morbid 
mental processes in which it plays a preeminent 
role. Neurotic and psychotic patients, because of 
their constitution and experience, find it difficult 
to adjust themselves to the requirements of an 
independent adult existence and are apt to resume 
earlier attitudes in which they were once happier 
and better adjusted” (p. 152). There is only the 
most superficial resemblance between the healthy 
child, keen and labile in emotions, tremendously 
active, eagerly exploring the world around him, 
and the energyless neurotic, the retreated schizo- 
phrenic, and the one-mood-fixed depressive. True, 
mental sickness brings helplessness and dependence, 
but so do pneumonia and a fractured pelvis. Mental 
sickness is disordered function, disease, and not 
regression to infantilism. The sooner psychiatry 
stops playing with symbols and ingenious com- 
parisons, the sooner its achievements will reach the 
greatness of its problems. 

To discuss this book adequately would impose 
on me the task of writing another book. The last 
section, as beautifully written as its predecessors 
and entitled “From Unreason to Reason” concludes 
as follows: 


“All these constitute a dysharmony between 
habitual human attitudes.and existing corditions. 
Their elimination calls for an educational de- 
velopment of psychological attitudes which are 
not yet universal: 

“International cooperation based on conscience 
that does not know national boundaries. 

“Social activity based on a mature creative 
power instead of adolescent competitiveness aris- 
ing from insecurity. 

“The development of new standards in which 
the creative use of the mind, contributing to 
knowledge, art, or the amenities of everyday life, 
stands high. 


“The recognition of the fact that the develop- 
ment of the social sciences is at present more 
urgent than further technical advance. 

“These principles represent a social outlook 
opposing and challenging the philosophy of 
violence. They require changes in psychological 
attitudes and values to be achieved gradually 
by education. To devise a blueprint of a new 
order without preparing men emotionally to live 
in it is a futile undertaking.” 


These are fine conclusions to which any lover 
of his kind can wholeheartedly agree as extremely 
desirable. But they do not flow out of any psycho- 
analytic principles, since these same conclusions 
could be and have been reached without any exposi- 
tion of psychoanalytic principles or theories. A 
“superficial” psychology would lead to the Utopia 
of Dr. Alexander. Nor do they validate the state- 
ments made at the very beginning of the book, 
“There is little doubt that a council of economists 
and political scientists could work out a peaceful 
social organization and a rational world order 
which could satisfy the vital needs of all. That 
such a rational world order is today, as in Plato’s 
time, a Utopia is due to the fact that human 
relationships are not governed primarily by reason 
but by essentially irrational emotional forces. The 
dominance of irrational forces in human nature 
has perhaps never been as complete as at the present 
moment. It is no wonder that in the face of current 
world events many turn for an explanation to the 
psychiatrist, the specialist in irrational behavior” 
(p. 19). 

In the first place, is Dr. Alexander naive enough 
to believe that any group of scientists is to be 
permitted at the end of the war to meet in conclave 
and unmolestedly and for about a hundred years 
work out by experiment and logic a universal 
scheme of government and economics? In the 
second place, does he suppose that any group of 
scientists can and will lay aside their cultural com- 
pulsives and agree, that is, would the learned men 
of Russia, England, America and France, to say 
nothing of the rest of the world, who write books 
refuting each other’s theories, who found opposing 
schools, be able to rise to celestial heights and 
cooperate selflessly? And lastly, why consult as 
the final authority the psychiatrist? He has not 
yet begun to scratch the surface of the understand- 
ing and treatment of his own province, the mental 
diseases. Despite the claims of psychoanalysis, 
both of the paleo and neo varieties, the neuroses 
are still unsolved as to genesis and care, and the 
only effective therapeutics of the major “functional” 
psychoses are perhaps typical of our age of un- 
reason, the shock treatments, and frontal lobotomy. 
Even if a scientist has been successful in his own 
field, he has no claim to authority in world-wide 
affairs, and how much leadership can safely be 
given to those who have not yet conquered their 
own problems? 

I doubt if a program of practical worth could be 
gleaned by the eager statesmen or by the electorate 
who are to pass upon schemes for a new world 
after the war from this book. It starts out bravely 
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enough. It ends in an idealistic and banal whisper. 
In sad truth, though the book was well worth the 
writing and so is well worth the reading, the 
forces of unreason have little to fear from it. 
A. Myerson, M.D., 
Boston State Hospital, 
Boston, Mass. 


INTELLIGENCE IN MENTAL Disorper. By A. Roe 
and D. Shakow. (New York: Annals of the 
New York Academy of Sciences, Vol. XLII, 
Art. 4, January, 1942.) 


Since Dearborn and Babcock drew attention to 
the importance of vocabulary tests for measuring 
deterioration in psychotics, a great interest in the 
subject has been awakened. The testing of psy- 
chotic patients with intelligence tests of various 
kinds has confirmed, in a general way, the view 
that recognition of words and the understanding 
of their meanings are retained in patients whose 
abilities in other directions are much restricted or 
impaired. The monograph on “Intelligence and 
Mental Disorder” by Roe and Shakow describes 
a very detailed investigation made by using the 
Binet test on a variety of different types of patients 
with mental diseases. At the outset, the writers 
realized the importance of having adequate norms 
for adults of comparable age groups to use as a 
base line for studying the responses of the patients. 
They also found it advisable to divide the patients 
into two groups, which they termed representative 
and non-representative. These were differentiated 
by the criterion as to whether the patient was co- 
operating with the examiner in the test. Patients 
who were so disturbed that the tests did not estimate 
their intellectual capacity were relegated to the non- 
representative group, and their scores were almost 
uniformly lower than those in the representative 
group. The total number of cases tested in the 
representative group was 553, and in the non- 
representative group 274. Comparison of percentage 
passes, on each item of the Binet test was made for 
normals and groups of psychotic patients with 
specific diagnoses. The conclusions are set forth in 
detail and special attention was paid to the problem 
of the relationship of vocabulary test to other 
responses. 

In discussing the alcoholic groups, for example, 
with and without psychosis, no especially sig- 
nificant differences in performances on different 
items were recorded but the cases with psychosis 
showed failure on the test as a whole. 

Cases of paranoid dementia precox showed the 
tendency to fail in the tests classified as requiring 
conceptual thinking. With other types of dementia 
precox, the scoring on the test generally was 
lower though the vocabulary ability was compara- 
tively well maintained. The manic-depressives, for 
the most part, gained high scores on the test, 
provided that the examination was made during 
a quiescent period. There did not appear to be 
much evidence of deterioration among the manic- 
depressives. 

The authors concluded that the more severe the 
psychotic condition the farther from the normal 


was the psychometric performance. They rejected 
one possible explanation of this finding, namely, 
that people with poor intelligence tended more to 
develop psychosis than did those with higher initial 
intellectual functions. They able to infer 
that psychosis itself has a definite effect on cognitive 
functions, as shown in a striking way by means of 
such tests as repetition of digits forwards. The 
difficulties of this investigation are fully 
discussed in the monograph and many criticisms 
are levelled at earlier work on the subject. This 
study should prove a valuable addition to the litera- 
ture already available on the subject of psycho- 
metric examination of psychotic patients; and the 
material has been so arranged in this report that 
the results are easily accessible to future investi- 


were 


type of 


gators. 
L. S. Penrose, M. D., 
Ontario Hospital, 


London, Canada. 
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civil brasileiro e a lei 
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Castiglione. (S 


1942. ) 


codico 
sobre a organizacao é 
eugenia. By 
Paulo-Brazil: 
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Saraiva and Co., 
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Castiglione’s book represents a review of the 


work which has been done in recent decades by 
groups of physicians, psychologists, lawyers and 
1apter the author 


scope of this compilation consists 


sociologists. In the introductory c 
states that the 
in “the publication of a series of essays on the law 
) analyze the Bra- 
zilian legislation in relation to eugenic principles.” 

The book is concerned chiefly with the practical 
aspects of the Brazilian civil code and the decreed 
law No. April 19, 1941, in relation to 
eugenics. It also deals with eugenics problems in 
relation to the Brazilian law and Indian populations. 

Castiglione, without discussing in detail (inten- 
tionally) the eugenic theories, believes (a) that a 
race or the crossing of races of certain peoples must 
be accepted such as it is, without the intervention 
of the “legislative power” but humanly; (b) that 
such a race must aim at producing the best types 
possible; and (c) that particularly in a young 
nation, such as Brazil, the eugenic campaign con- 
stitutes, more so than in the “old countries”, an 
imperative necessity to diminish diseases and to im- 
prove the race. 

The chapter heading with the “Brazilian civil 
code and eugenics” deals with numerous topics such 
as: consanguinity, mental deficients and incom- 
petents, the deaf-mute, the prodigals, the minors 
(16 and 18 years of age), the essential error, the 
nullity and the annulment of marriage, the divorce 
and its relation to the civil code. 

In the chapter dedicated to the “Decreed law 
No. 3.200 of April r1oth, 1941,” in a convenient 
synoptic form are to be found the essentials of the 
various laws relating to intermarriage of collaterals 
of members of the second and third generations, the 
pre-nuptial medical examination and the practical 
difficulties for the introduction of such an exami- 
nation in Brazil, the decreed law No. 181 of Janu- 
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ary 24, 1890, the project of Amauri de Medeiros, 
the constitution of 1934, the project of Eloi de 
Souza and Alvaro de Carvalho and the decreed 
law No. 3.200, the medical certificate, the per- 
mitted marriages, the temporary and _ prohibited 
marriages, and finally, the physician’s responsi- 
bilities in the evaluation of such problems. 

The last part of the book is devoted to “The 
3razilian Indians and Their Eugenics.” In this 
chapter, Castiglione discusses briefly the importance 
of alcoholism, consanguinity, syphilis and degen- 
eracy of the Brazilian tribes and of their eugenics. 

In conclusion, from the eugenic point of view, 
the author believes that despite hospitals, psychiatric 
institutions and reform schools which are main- 
tained directly or indirectly by society, the “mar- 
ried couple” are the only arbiters in generating 
the useless, the inadaptable and the dangerous 
ones. And because society does not hinder directly 
the creation of such a lineage it must face the 
onus resulting from such a situation. 

An extensive and selected literature is cited and 
discussed. 

Castiglione’s interesting book should serve its 
purpose as a review and useful aid for those who 
are interested in the important medicolegal and 
sociologic aspects of family eugenics. 

Leon Roizin, M. D., 
New York State Psychiatric Institute 
and Hospital, 
New York, N. Y. 


Unconsciousness. By James Grier Miller. (New 
York: John Wiley & Sons; London: Chap- 
man & Hall, 1942.) 


The author of this remarkable book, a member 
of the Society of Fellows of Harvard University, 
was impressed and a bit annoyed by the indis- 
criminating use of the terms “the unconscious,” 
“the unconscious mind” and “unconsciousness,” as 
others have been. He found sixteen different mean- 
ings of “unconscious” in psychological writings. 
He defines these sixteen meanings: (1) inanimate 
or subhuman, (2) unresponsive to stimulation, (3) 
not mental, (4) indiscriminating, (5) conditioned, 
(6) unsensing, (7) unnoticing or unattending, (8) 
insightless, (9) unremembering, (10) acting in- 
stinctively (unlearned or inherited), (11) unrecog- 
nizing, (12) acting involuntarily, (13) unable to 
communicate, (14) ignoring, (15) psychoanalytic 
meaning (Freud’s Ubw, English Ucs), (16) una- 
ware of discrimination. 

Dr. Miller includes experimental and clinical 
examples for these meanings. Whenever he dis- 
cusses or mentions any of them he indicates in 
parentheses which is meant. He works his way 
through the neurophysiology of unconsciousness ; 
certain states of unconsciousness—hypnosis, sleep, 
unconsciousness from abnormal physiological causes, 
anesthesia, dream states, reverie; subliminal uncon- 
sciousness (definition 6); inattentive unconscious- 
ness (definition 7); insightless unconsciousness 
(involving definitions 7, 8, 13); forgetful uncon- 
sciousness (definition 9) ; inherited unconsciousness 
(definitions 10, 13, 16); involuntary unconscious- 


ness (definition 12); incommunicable unconscious- 
ness (definition 13). Although not primarily con- 
cerned with the problems of unconsciousness Dr. 
Miller has ample opportunity to make valuable 
observations about them. 

Taking nothing for granted, the author succeeds 
in putting some order into a labyrinth in the most 
exact manner. This book, written in an admirably 
clear style, splendidly exemplifies that a strictly 
scientific treatise need not be boresome. It is 
written for adult readers. 

Eucen Kaun, M.D., 
Yale University. 


WILLIAM JAMES. THE MAN AND THE THINKER. 
Addresses delivered at the University of Wis- 
consin in celebration of the centenary of his 
birth. (Madison: The University of Wisconsin 
Press. 1942.) 


The dominating stature of William James in the 
intellectual world was attested last year in numer- 
ous celebrations throughout the country on the 
hundredth anniversary of his birth. The papers 
presented at several of these memorial meetings 
were collected in the volume Jn Commemoration 
of William James, which was reviewed in the last 
number of the JoURNAL. 

The present volume is a record of the centenary 
celebration held at the University of Wisconsin 
on January 10 and January 11, the latter date being 
James’ birthday. The names of the speakers on this 
occasion indicate its memorable nature in its own 
right regardless of the subject which formed the 
theme of them all. There was the philosopher, 
Professor Max C. Otto of the University of 
Wisconsin, whose title was “The Distinctive Phil- 
osophy of William James”; and Professor Dickin- 
son S. Miller of Columbia, a pupil of James and a 
younger colleague at Harvard who spoke of 
“William James, Man and Philosopher” ; Professor 
Norman Cameron of Wisconsin, doctor of medicine 
and philosophy (psychology) and member of the 
American Psychiatric Association, who discussed 
“William James and Psychoanalysis” ; John Dewey, 
“dean of living American philosophers,” who was 
unable to be present but whose paper, “William 
James and the World Today,” was read at the 
centenary dinner; Professor Boyd H. Bode, for- 
merly of Wisconsin, now of Ohio State University, 
who spoke on “William James in the American 
Tradition”; Professor J. Seelye Bixler of Wis- 
consin’s School of Music whose subject was “Wil- 
liam James as Religious Thinker.” 

It will be seen that these addresses not only 
reflect various facets of the James personality and 
indicate significant trends in his continuing influ- 
ence but also fairly represent the directions of 
contemporary thought and the human concerns 
with which the leaders of today occupy themselves. 
The occasion was indeed memorable and the printed 
record becomes a valuable part of our intellectual 
heritage. 

Almost all later writers on James acknowledge 
their indebtedness to Professor R. B. Perry’s well 
documented two-volume work, The Thought and 
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Character of William James, which Miller refers 
to as “a masterly, comprehensive labor of devo- 
tion.” But there is a chapter in this book entitled 
“Morbid Traits” which Professor Miller, 
the closest and dearest friends of William James” 
aptly criticises. Phases of depression in early adult 
life James indubitably had; he has described them 
himself, and in retrospect he refers to them as 
something “that I never knew before, and that I 
have never known since.” The fiber of his mind 
was such that he resolved his own problems, and 
he drew from them lessons in tolerance, sympathy 
and insight, and achieved an enriched and _ all- 
inclusive outlook upon life—the open-door phi- 
losophy which was so peculiarly his own and for 
which we are so much in his debt. But as for 
“morbid traits,’ Miller suggests that the chapter 
in question commits “an error of disproportion, of 
overheavy emphasis, even though the literal state- 
ments of detail contained in it be correct.” Pro- 
fessor Miller, who knew James in his mature life, 
comments: “All pertinent things considered, he 
was one of the least morbid beings I have ever 
known.” 

In the view of Professor Otto, “the unique 
centrality of William James’ attitude and thinking 
may be stated in this form: The true world view 
would be the systematic all-round utterance of the 
combined co-ordinated experience of all experien- 
cers.” We have no basis for asserting that the 
external world simply exists in its own right; the 
only world about which we can speak is that which 
is found in the collective consciousness of sentient 
creatures. The world therefore is not one but 
many. Said James: “There is no complete generali- 
zation, no total point of view, no all-pervasive 
unity.” As Miller remarks, “He was a _ good 
citizen of the republic of thought.” 

The contribution by Professor Norman Cameron, 
“William James and Psychoanalysis,” affords evi- 
dence, if evidence were needed, that today a half 
century since the freudian system was launched the 
anti’s are just as anti as ever they were, proclama- 
tions of the analytic school notwithstanding, that 
opposition has died down—or nearly so, and that 
the battle is won—or nearly won. Cameron’s 
essay is one of the most devastating criticisms of 
psychoanalysis ever written. He shows that the 
philosophy of freudism is contrary to everything 
for which James stood and maintains that “From 
the point of view of the history of scientific thought, 
this whole scheme represents progress in reverse.” 
Modern science has developed from a pluralistic 
background such as James espoused. Truth is not 
discovered but made, and toward it lead many 
roads. The world of science is democratic. Freud’s 
world on the contrary represents a closed sys- 
tem, a “block-universe,” as James would call 
it; it is authoritarian and totalitarian—“intellectual 
atavism.” 

James was sixty-seven when his old antagonist, 


“one of 


G. Stanley Hall, brought Freud to Clark Uni- 


versity to graft psychoanalysis upon American 
psychology. James, open-minded as always, listened 
to Freud, eager for any light he might throw 


upon human nature. His later comments however 


ire noteworthy: “I strongly suspect Freud, with 
his dream-theory, of being a regular halluciné”’ ; 
ind “I confess that he made upon me personally 


a man obsessed with fixed ideas. 
nothing in my own case of his dream 


‘symbolism’ is 


the impression of 
I Can make 
a dangerous 


tneories, and ¢ VIOUSLY 


\nimadverting to “the invisible and untouchable 
world of the Unconscious,” Cameron suggests: 
task before the abnormal psychology 


1e future is that of returning from the un- 


great 


conscious world of ghosts and shams to the world 
+h people live, the world of William James.” 
paper, “William James and the World 

loday,” John Dewey points to the weakness of 
mocratic as compared with totalitarian systems 
in that the individualistic idea has been carried in 
the former to the point where interrelations and 
connections and interdependencies are being lost 
sight of. “In consequence there is no mature, no 


well-developed, philosophy of democracy with which 

confront totalitarian ideologies. Today, more 
an ever before, James both points the way and 
issues a challenge.” 

And in this connection Professor Bode remarks: 
“It is scarcely an exaggeration to say that in James’ 
first time becomes 

He has 


democracy for the 
itself. 
indissolubly 


philosophy 
Cc mmpletely 
linked his 


conscious of 
name with the ideal of 
democracy and has proved his right to rank with 
Emerson and Lincoln as a symbol of what is most 


precious and enduring in our American way of 
life.” 
Writing on “William James as_ Religious 


Thinker,’ Professor Bixler emphasized the emo- 
tional component of religious belief, a component 
the claims of which James appeared to recognize. 
Of James’ own attitude 
James did not believe all that his 
found justification in him for believing 
selves. James seems to me to make 
needed protest against our lency to identify 
religion with intellectual acceptance of certain 
judgments as true. What a tragedy it is that we 

allowed our religious become 
dissipated into sectarian that each 
denomination presses its own claims and insists on 
the special efficacy of its own formulas.” 

In this slender volume of 140 pages there is 
much meat. By catching the reflection of James’ 
personality in the minds of other men such as here 
represented, we gain a truer appreciation than 
might otherwise be of a great human being who 
i own person combined the scientist, the 
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IN MEMORIAM 


AARON J. ROSANOFF 
1879-1943 


The AMERICAN JOURNAL OF PsYCHIATRY 
deeply regrets to record the death on January 
7, 1943, of Dr. A. J. Rosanoff, for many 
years a Fellow of The American Psychiatric 
Association and an Associate Editor of the 
JouRNAL. Born in Russia in 1879, he came 
to the United States when thirteen years of 
age, completing his preliminary education in 
New York. He graduated from the Cornell 
University Medical School with the degree 
of M.D. cum laude in Igor and soon 
thereafter entered the New York State 
Hospital service. 

His major professional interests through- 
out life were concerned with clinical psy- 
chiatry and clinical teaching; with genetics 
in relation to mental disease and disorder ; 
and with the prevention of mental illness 
and the conservation of mental health. Sub- 
stantial contributions to medical literature 
were made by him in each of these fields. 

His services in the New York state hospi- 
tal system were meritorious and he gained 
distinction as a clinical psychiatrist and as 
a geneticist. He subsequently contributed to 
the neuropsychiatric service of the United 
States Army during the first World War 
and thereafter established residence in the 
City of Los Angeles, California, to engage 
in the private practice of psychiatry. There 
he founded and operated the Alhambra Sani- 
tarium as an adjunct to his private practice. 
In January, 1939, he accepted the appoint- 
ment as Director of the Department of Insti- 
tutions in California, retiring from that 
position July 1, 1942. His administration 
of the Department of Institutions was char- 
acterized by initiative and enthusiastic leader- 
ship to which he gave unsparingly of his 
energies and of himself. It was also char- 
acterized by a singleness of purpose involv- 
ing not only a humane and an economic 
administration but one in which the pro- 
fessional medical needs of patients was 
paramount. 

Of his more important contributions as 


Director of Institutions mention may be 
made of the inauguration of a statewide 
program for the home care of mental patients 
which, for the first time in California history, 
resulted in the number of admissions to state 
hospitals more nearly paralleling the number 
discharged or paroled. 

His leadership stimulated not only a wider 
application of shock and fever therapy for 
mental patients but also a greater apprecia- 
tion of the need for seeking the recovery of 
mental patients and their return to their 
homes and fireside at the earliest date 
practicable. 

In keeping with the latter philosophy he 
was instrumental in obtaining legislation and 
authority for establishing two hospitals for 
the intensive treatment of mental disease in 
the early stage; for research into the nature, 
causes and best methods of treatment for 
mental illness; and the dissemination of that 
information to the medical profession and 
the general public. 

The first of these centers, established in 
San Francisco in connection with the Uni- 


versity of California Medical School, is now - 


known as the Langley Porter Clinic. The 
out-patient department of that clinic is now 
known as the Aaron J. Rosanoff Out-patient 
Service. The second of these hospitals, to 
be established in Los Angeles, remains to 
be developed. 

He had other plans which were cut short 
of fulfillment by the advent of his last illness. 
Until the end, however, he was enthusiastic 
for the establishment of a more satisfactory 
policy for dealing with psychopathic and 
defective delinquents and with chronic alco- 
holics. He did not live to witness the official 
opening of the Langley Porter Clinic and 
the A. J. Rosanoff Out-patient Service which 
took place on February 13, 1943. 

Besides his widow he leaves two sons, 
William, an Assistant Surgeon in the United 
States Public Health Service, and Richard, 
a Lieutenant in the United States Army; 
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two married daughters, Isabel and Marjorie; 
and several grandchildren. His home life 
was characterized by mutual respect, love 
and faith. He was a devoted husband and 
a kind, gentle and loving father, and a con- 
siderate friend, all of which contributed to 
his greatness not only as a man but to his 
qualities as a mortal and as a good citizen. 
He realized for several months prior to his 
death that the end was not far distant but 


he accepted the inevitable without complaint 
and with the highest order of bravery and 
fortitude. 

His life ended at the age of sixty-four 
years of which more than forty comprised 
a professional career, and half of these were 
spent in California whose people and social 
institutions benefited by his having come that 
way. 
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